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PANCREATIC CONSIDERATIONS IN GASTRIC SURGERY 


Kenneth W. Warren, M.D., Boston 


Gastric surgeons have long been wary of injuries to 
the pancreas during the mobilization of certain benign 
and malignant ulcers of the stomach or duodenum. 
Failure to respect the possibilities of injury to the 
pancreas under such circumstances is an invitation to 
disaster. Surgeons are less aware, however, of the occur- 
rence of varying degrees of pancreatitis or fulminating 
pancreatic necrosis following gastric surgery. Schmieden 
and Sebening ' pointed out many years ago that acute 
pancreatitis as a complication of surgery on organs adja- 
cent to the pancreas was commoner following operations 
on the stomach than on‘any other viscera (table 1). 
The traditional concept that pancreatic affections related 
io gastric or duodenal surgery were always secondary to 
trauma cannot, in our opinion,” be sustained by a careful 
analysis of the pertinent data. Millbourn,* in an excellent 
survey of this problem, considered many etiological fac- 
iors and implied that his own material at least could be 
fitted into a broad etiological pattern. Pancreatic affec- 
tions following gastric surgery are unpredictable. They 
occur in some patients in whom the anatomic relation- 
ships are normal, when the technical requirements are 
routine, and without obvious injury to the pancreas. The 
experience of Dunphy, Brooks, and Achroyd * is com- 
parable to ours in the respect that these authors could 
not relate the cause of the pancreatic complications to a 
rigid etiological pattern. 

In addition to injuries to the pancreas and to post- 
operative pancreatitis after gastric and duodenal surgery, 
recent interest has been manifest in the role that the 
pancreas may play in the nutritional status of the patient 
who has undergone gastrectomy. Pancreatic anomalies 
occasionally cause gastroduodenal symptoms and con- 
fuse the differential diagnostic picture as viewed roent- 
genographically. It seems pertinent, therefore, to consider 
in a single communication the problems of pancreatic 
injury, pancreatic anomalies, acute pancreatitis, and 
pancreatic physiology as these conditions relate to the 
hutritional status of the patient who has undergone a 
gastric operation. 


INCIDENCE OF PANCREATIC COMPLICATIONS 


Although it would be misleading to imply that pan- 
creatic injuries, acute pancreatitis, or major disturbance 
in pancreatic physiology are common after gastric resec- 
tion, it is undoubtedly true that such complications are 
commoner after gastric surgery than has been realized. 
Since the diagnosis will be missed, particularly in the 
mild cases, unless the condition is suspected and specifi- 
cally searched for, and since the diagnosis will also be 
missed in many instances unless a postmortem examina- 
tion is performed in the fatal cases, one may surmise that 
the reported cases represent but a small percentage of 
the total incidence. Reliable data in this regard will be 
available only when a significantly large consecutive 
group of patients subjected to gastric operations has been 
studied routinely for disturbances in diastatic activity in 
the early postoperative state. Usland ° and Block * found 
that only an occasional patient showed elevation of the 
serum diastase preoperatively even in the presence of 
ulcers penetrating into the pancreas. Usland found a 
significant elevation of diastatic activity in the urine post- 
operatively in 13%, or 24 cases, of gastric resections for 
ulcer. Millbourn emphasized that elevation of the urinary 
diastase was four times as common after gastric resection 
for duodenal ulcer as for gastric ulcer or carcinoma. We 
have recognized seven cases of acute pancreatic necrosis 
complicating gastric surgery during the four year period 
from 1949 through 1952. During that time there were 
499 gastric resections performed for duodenal ulcer, 203 
for gastric ulcer, and 190 for carcinoma of the stomach, 
indicating that the recognized incidence of this complica- 
tion is uncommon. It is significant, however, that pan- 
creatic affections constituted one of the commonest 
causes of death after gastric operations during that inter- 
val. This observation implies that, as other serious 
complications that historically accounted for the major 
part of the mortality of gastric surgery have gradually 
been reduced or eliminated, the prevention and control 
of pancreatic affections related to gastric surgery con- 
stitute one of the most serious hazards with which we 
currently must contend. 





From the Department of Surgery, the Lahey Clin‘c. 


Owing to lack of space, the bibliographic references have been omitted from THE JouRNAL and will appear in the author’s reprints. 
= before the Section on Surgery, General and Abdominal, at the 102nd Annual Meeting of the American Medical Association, New York, June 2, 
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ETIOLOGY 


The cause of acute pancreatitis is not definitely known. 
The central factor concerns the escape of activated pan- 
creatic enzymes into the interstitial tissues of the 
pancreas, with secondary digestion and escape of acti- 
vated pancreatic enzymes beyond the limits of the 
pancreas. The extent and severity of the process will be 
conditioned by the functional state of the pancreas, by 
the concentration of activated enzymes (particularly the 
trypsinogen content), and by the caliber of the blood 
vessels in and around the pancreas, which may be 
necrotized by the escaping ferments. The reflux of bile 
by way of a common pancreatobiliary channel is gen- 
erally credited as being the trigger mechanism for the 
subsequent extravasation of pancreatic enzymes into the 
interstitial tissue. Obstruction of the pancreatic duct 
associated with excessive stimulation of the acinar tissue 
or attended by bacterial invasion of the stagnant pan- 
creatic juice seems a more plausible cause of pancreatitis 
than does the mere reflux of bile into the pancreatic ducts. 
In a consideration of the cause of pancreatic affections 
following gastric surgery, Millbourn emphasized the fol- 
lowing factors. 


Mechanical Injury to the Pancreas.—Despite the 
apparent resistance to inflammatory or necrosing re- 


TABLE 1.—Pancreatic Injuries Following Operations* 
No. of 
Type of Operation Injuries 
A: d oh eines ace wing anh cee da inion alee We aaaieldiiere eeaansaiab oa areal 91 
St ekehbnvhiediebewih ie niebeereeseeminie andi 38 
SNE. .ciususeweuweeerersn ede s sweet edeeesuas's 7 
ND. . ac csedcvdebeneuekeuseeeeanwhe 4 
Es ieiiibd on oe Code ad ebasiothaater othebecenusee 140 
* According to Schmieden and Sebening.? 


actions after direct operations on the pancreas, one 
should have a high regard for the possibilities of inducing 
pancreatic affections by undue manipulation of the gland 
or by undue pressure upon it. 

Vascular Injuries—Bohmansson? and Millbourn 
have both emphasized the possible relationship of inter- 
ference with the blood supply to the pancreas by ligation 
of the gastroduodenal or superior pancreatoduodenal 
arteries in terms of inviting pancreatic complications 
during gastric surgery and particularly in those instances 
in which major anomalies of the arterial blood supply to 
the pancreas exist. Dunphy and his associates thought 
that ligation of the posterosuperior pancreatoduodenal 
artery, if combined with the obstruction of the duct of 
Santorini, might have been a crucial factor in the devel- 
opment of pancreatitis in one of the cases observed by 
them. The normal blood supply to the pancreas is so 
extensive, however, and the collateral circulation is so 
generous that division of one limb of the arterial arcade 
that surrounds the head of the pancreas should not invite 
pancreatic necrosis. Ligation of the gastroduodenal 
artery during subtotal gastrectomy for hemorrhaging 
duodenal ulcer has frequently been carried out in this 
‘clinic without complications. 


Stagnation of Duodenal Contents.—Obstruction of 
the proximal loop with stagnation of the duodenal con- 
tents can occur as the result of an improperly fashioned 
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gastroenterostomy. Infection from stagnant duodena| 
contents could migrate directly to the pancreas or coy) 
spread by lymphatic or hematogenous channels to the 
organ, where it might there incite varying degrees of pap. 
creatic inflammation. 

Spasm of the Sphincter Muscles Around the Orifices 
of the Pancreatic Ducts.—Spasm of the sphincter of Oddi 
in anatomically susceptible persons could render opera. 
tive a common pancreatobiliary channel or, in patient 
in whom no common channel exists, such spasm could 
cause obstruction of the main pancreatic duct. During 
this spasm, stimulation of the acinar tissue might lead to 
rupture of the ductal system and to the escape of acti. 
vated pancreatic enzymes into the interstitial tissye 
Obstruction of the papillae might also result from dyo. 
denitis, or, as stressed by Coffey,* obstruction of the 
pancreatic orifice might arise from excessive inversion of 
the duodenal stump, thereby occluding the duodenal 
papillae mechanically. 

Injuries to the Pancreatic Ducts.—Schmieden and 
Sebening * observed that 11 of 91 instances of acute pan- 
creatic complications after gastric surgery were related 
to ligation of the duct of Santorini. This duct is more 
vulnerable to injury during the process of mobilizing the 
first and second parts of the duodenum than is the duct of 
Wirsung because the duct of Santorini invariably enters 
the duodenum approximately 2.5 cm. proximal to the 
greater duodenal papillae. The duct of Santorini, usually 
being smaller than the duct of Wirsung, is therefore more 
difficult to recognize and may easily be lacerated, divided, 
or ligated. 

Injury to the duct of Wirsung is less common but of 
far greater consequence than injury to the duct of San- 
torini, since the duct of Wirsung constitutes the main 
efferent channel of the pancreas in 90% of persons. In 
33% of specimens studied by Millbourn, the caliber of 
the duct of Santorini was sufficiently large to permit it to 
act as a substitute for or to relieve the main pancreatic 
duct. In 20% of specimens it was capable of conducting 
the major portion of the external pancreatic secretion (0 
the duodenum. Of great practical importance are the 
facts that (1) the duct of Santorini constitutes the main 
pancreatic duct in approximately 10% of persons; (2) 
the duct of Wirsung joins the common duct at an acute 
angle rather than at right angles, thus exposing a longer 
segment of the duct of Wirsung to possible injury as it 
traverses the groove between the head of the pancreas 
and the posterior wall of the duodenum; and (3) the duct 
of Santorini does not always communicate with the duct 
of Wirsung, so that ligation of the duct of Santorini in the 
absence of such communication may take on added 
significance. 

A large majority of patients selected by us for gastric 
resection in the treatment of duodenal ulcer have pos- 
terior penetrating lesions, because ulcers that are mor 
favorably located and that are not penetrating are mort 
prone to respond favorably to medical treatment. Man) 
of these penetrating ulcers have become adherent to the 
free edge of the gastrohepatic ligament in the region 0! 
the common bile duct just superior to the pancreas, 4 
the bile duct tends to become intrapancreatic or retro- 
pancreatic. The possibility of injuring the duct of San- 








an 
fol 
fut 


wi 
tio 
the 
Op 
me 
ex 





1954 


lenal 
Ould 
) the 
Pan- 


ifices 
Odd; 
era- 
lents 
‘ould 
uring 
ad to 
acti- 
ssue, 
duo- 
F the 
on of 
lenal 


and 
pan- 
lated 
more 
g the 
ct of 
nters 
) the 
ually 
more 
ided, 


ut of 
San- 
main 
s. In 
er of 
it to 
eatic 
cting 
yn to 
» the 
main 
(2) 
cule 
nger 
as it 
reas 
duct 
duct 
n the 
dded 


stric 
pos- 
nore 
nore 
fan) 
) the 
mn ol 
S, as 
etro- 
San- 


Vol. 154, No. 10 


torini in the process of mobilizing such an ulcer, while 
small, is significant. Great care should be exercised in 
mobilizing these ulcers, and any large structure traversing 
the groove between the head of the pancreas and the 
duodenum should be suspect, since it may well repre- 
sent the duct of Santorini. Millbourn cited a case in which 
the duct of Santorini, as shown roentgenographically 
with a contrast medium, constituted the main afferent 
duct of the pancreas. The duct of Wirsung in this instance 
was small and was dissociated from the duct of Santorini 
and drained but a small segment of the head of the pan- 
creas. The duct of Santorini, in this instance the main 
pancreatic duct, had been severed from the duodenum 
and ligated. The patient died on the 18th postoperative 
day. Injury to the duct of Wirsung is usually related to the 
mobilization of an ulcer that is near or involves the major 
duodenal papillae. An ulcer occupying this position 
should arouse the surgeon’s suspicion regarding the wis- 
dom of removing it, before such an error has been com- 
mitted. The oblique position of the terminal portion of 
the duct of Wirsung as it runs almost parallel to the 
distal common duct exposes this segment of the pan- 
creatic duct to injury at some distance from its entrance 
into the major duodenal papillae, and it is owing to this 
anatomic relationship, which is not always appreciated, 
that great care must be exercised in clamping and divid- 
ing any sizable structure that traverses the groove be- 
tween the head of the pancreas and the posterior wall of 
the duodenum. 


CONSEQUENCES OF INJURY TO THE DUCTS 


The consequences of injury to the ducts of Santorini 
and of Wirsung are extremely variable and depend on the 
following factors: (1) the size of the duct and its relative 
functional importance, (2) the character of the injury 
(whether the duct is lacerated, divided, or ligated), (3) 
whether the injury is recognized at the time of opera- 
tion, (4) the type of suture and ligature employed, (5) 
the functional state of the pancreas in the immediate post- 
operative period, (6) the utilization of appropriate 
methods of abdominal drainage, and (7) the choice and 
execution of reparative procedures. 


Minor laceration to the duct of Santorini, particularly 
when it is small and when it communicates with the duct 
of Wirsung and with the duodenum, may produce no 
significant disturbances. If the duct of Santorini is the 
minor duct, which it is in 90% of cases, if it is completely 
divided and ligated with nonabsorbable suture material, 
and if it arborizes with the main pancreatic duct, the 
injury is of minor importance. The unrecognized division 
of the duct of Santorini without ligation may lead to mod- 
erate chemical peritonitis or to the local collection of 
fluid, to fat necrosis, and to external pancreatic fistula. 
The escaping pancreatic juice may be absorbed or may 
become infected and require drainage. External fistulas 
resulting from division of the duct of Santorini cause only 
moderate escape of fluid and enzymes and tend to close 
spontaneously. If the injured duct of Santorini constitutes 
the main pancreatic duct, serious chemical peritonitis, 
persistent external pancreatic fistulas, and death may 
ensue. Stimulation of the pancreatic acini early in the 
postoperative period will tend to augment the seriousness 
of any pancreatic duct injury. 
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Division and ligation of the duct of Wirsung, on the 
other hand, is almost always a serious matter. If the 
severed duct has been ligated with absorbable suture 
material, a fistula will almost invariably occur and mas- 
sive ascites may precede the escape of the pancreatic 
secretions through the incision. Above and beyond the 
chemical peritonitis, the patient, if he survives, suffers 
considerably from the loss of fluid and electrolytes and 
in the long run experiences nutritional deficiency from 
the exclusion of the pancreatic enzymes from the intes- 
tinal tract. Pancreatic fistulas resulting from laceration 
or division of the duct of Wirsung are not likely to close 
spontaneously, or, if the drainage ceases, abdominal pain 
and fever usually occur. The serious consequences of 
injury to the duct of Wirsung will, of course, be reduced 
by immediate recognition of the injury and by proper 
restoration of the continuity of the pancreatic ducts with 
the intestinal tract. 


Because of the proximity of the duct of Wirsung and 
the common bile duct and particularly in view of their 
common termination, injury to the duct of Wirsung aris- 
ing during mobilization of the first and second portions 
of the duodenum will frequently be associated with injury 
to the common duct. Because of the color of the bile, the 
injury to the common duct will usually be recognized, 
but by the same token the escape of bile may tend to 
obscure the injury to the duct of Wirsung. It is wise, 
therefore, in every instance of injury to the common 
duct during mobilization of low-lying duodenal ulcers to 
suspect an associated injury to the duct of Wirsung and 
to search for it specifically. 


CLINICAL MATERIAL 


We have recently collected from the files of the clinic 
six cases of definite injury to the pancreas during gastro- 
duodenal operations. In three of these instances the in- 
jury was inflicted during operations performed at the 
clinic, and in the others the injury had been sustained 
elsewhere and the patient had been referred to the clinic 
for surgical management of this complication. The clini- 
cal data referable to these six cases are listed in table 2. 
Two of the patients in whom the injury occurred at the 
clinic had rare types of associated disease. In case 2 listed 
in table 2, there had been a spontaneous perforation of 
the duodenal ulcer into the common bile duct and this 
fistulous communication was readily demonstrable pre- 
operatively at the time of the roentgenologic study after 
the patient had ingested barium. In view of the fistulous 
connection between duodenum and the distal common 
duct, it was thought that the ulcer had to be completely 
mobilized. When the mobilization was complete, it was 
noted that the common duct was practically transected 
and that the duct of Santorini had been divided. In case 6, 
table 2, the patient had an associated annular pancreas 
and the duodenal ulceration presumably resulted from 
stasis incident to the narrowing of the duodenum by the 
pancreatic anomaly. Subtotal gastric resection and ex- 
cision of the annulus of the pancreas were performed. 
Although this does not constitute a direct injury to the 
pancreas since the anomaly was attacked directly, the 
pancreatic and jejunal fistulas that followed constituted a 
serious combination of complications that almost cost the 
patient his life. The pancreatic fistula closed spontane- 
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ously, but the jejunal fistula required secondary resection. 
In the third case in which pancreatic injury occurred at 
the clinic, both the common bile duct and the duct of Wir- 
sung were divided during the mobilization of a low-lying 
posterior penetrating duodenal ulcer. This injury was 
recognized immediately and the type of repair employed 
has been previously reported by Lahey.® In the three 
cases of pancreatic injury in operations performed else- 
where the duct of Wirsung alone was divided in one in- 
stance and in the other two patients the duct of Wirsung 
and the common bile duct were both divided. We have, 
of course, observed injuries to the tail of the pancreas 
during total gastrectomy. These injuries occur during the 
mobilization and removal of the spleen. Such injuries are 
usually minor as compared with injuries to the pancreatic 
duct near the papillae, but occasionally they may invite 
a temporary fistula or, more commonly, a subphrenic 
abscess. 


MANAGEMENT OF MAJOR INJURIES TO DUCT 
Injuries to the duct of Wirsung in the region of the 
body or the tail of pancreas can be dealt with satisfac- 
torily in most instances. In the presence of malignant 
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formed pancreas, the pancreatic fistula was permitted to 
close spontaneously. In the remaining cases the following 
types of repair were performed. The patient with division 
of the duct of Wirsung without involvement of the com. 
mon bile duct had the duct of Wirsung anastomosed to 
the duodenal stump five months after the initial operation 
performed elsewhere. In one instance the divided end of 
the common duct was sutured to the duct of Santoripj 
and a cholecystojejunostomy was performed. One pa- 
tient had had a cholecystojejunostomy elsewhere that 
relieved the biliary fistula, but the persistent pancreatic 
fistula arising from the transected duct of Wirsung was 
treated by anastomosing the duct to the duodenal stump. 
In one instance in which both the common bile and the 
main pancreatic ducts had been divided elsewhere, repair 
was effected by implanting each duct into the mobilized 
duodenum. In one case in which injury to the common 
bile and main pancreatic ducts was recognized immedi- 
ately, repair was accomplished by implantation of the 
ducts into the jejunum. 

Attempts to eliminate persistent pancreatic fistula, re- 
sulting from complete division of the duct of Wirsung 
near the ampulla, by cauterization, x-radiation, and 


TABLE 2.—Pancreatic Injury During Gastrectomy 





Case Age, Yr. Diagnosis Nature of Injury 


1 40 Duodenal uleer Division of common bile 
and main pancreatic ducts 
2 66 Duodenal ulcer per- Division of common bile 
forating into common and duct of Santorini 
bile duct 
3 52 Duodenal ulcer Division of duct of 
Wirsung 
4 25 Duodenal ulcer Division of duct of 
Wirsung and common 
bile duct 
5 46 Duodenal ulcer Division of common bile 
and pancreatic ducts 
6 87 Duodenal ulcer, Division of minor pan- 


annular pancreas 
cision of annulus 


creatic duct during ex- 


Place of Results and 

Original Length of 

Operation Type of Reconstruction Follow-Up 

Clinie Implantation of duets into Excellent; 
jejunum 9 yr. 

Clinie End of common duct sutured Excellent; 
to duct of Santorini; chole- 6 yr. 


cystojejunostomy 


Elsewhere Duct anastomosed to duodenal Excellent; 
stump 5 months after initial 4 yr. 
operation 

Elsewhere Both ducts implanted into Excellent; 
mobilized duodenum 2 yr. 

Elsewhere Cholecystojejunostomy else- Excellent; 
where; pancreatie fistula 4mo. 
persisted; duct of Wirsung 
anastomosed to duodenum 

Clinic Pancreatic fistula closed Excellent; 
spontaneously; jejunal fis- 1 yr. 


tula resected 





lesions that involve the pancreas secondarily, injuries to 
the major duct in the body or the tail of the gland are best 
treated by distal pancreatectomy and by careful closure 
of the stump of the pancreas with silk mattress sutures. 
Injuries to the periampullary portions of the pancreatic 
ducts can be extremely serious, and their proper manage- 
ment requires more judgment, skill, and ingenuity. Mill- 
bourn has stressed the necessity of demonstrating a func- 
tional connection between the duct of Santorini and the 
main pancreatic duct if division of the duct of Santorini 
is to be treated by simple ligation. This may be done, as 
he suggested, by injecting a colored solution into the 
severed end of the duct and watching for the return of the 
solution into the duodenum through the papillae of Vater, 
or pancreato-angiography may be preferred. If the duct 
of Santorini does not communicate with the duct of Wir- 
sung it will be necessary to implant the duct of Santorini 
into the duodenum or jejunum. Injuries to the duct of 
Wirsung within the head of the pancreas will usually be 
associated with injuries to the common bile duct and 
will require implantation of each duct into the duodenum 
or jejunum. At the clinic in one case in which a pancreatic 
fistula followed excision of the annular portion of a mal- 





sclerosing solutions not only will fail but may actually do 
further harm to the pancreas. Implantation of the fistulous 
tract into segments of the upper gastrointestinal tract will 
also fail in most instances because of secondary stricture 
of the fistulous tract. The necessary requirement for a 
satisfactory result is careful approximation of the duct 
itself to the duodenum or jejunum. This can be accom- 
plished by following the fistulous tract down to the pan- 
creas and then by identifying precisely the epithelial lining 
of the pancreatic duct. 


RESULTS OF REPAIR OF INJURY TO DUCTS 

In the five patients who have had repair of pancreatic 
ducts following injury resulting from gastroduodenal sur- 
gery the results have been excellent in terms of elimi- 
nating pancreatic fistula and also in terms of preventing 
secondary stenosis and interference with pancreatic func- 
tion. One patient, case 2 in table 2, who had an injury to 
the duct of Santorini did have a spontaneous recurrence 
of a pancreatic fistula 18 months later, following pro- 
longed excessive consumption of alcohol. The patient 
was brought to the hospital and placed on a careful 
dietary routine, the fistula closed completely, and the pa- 
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tient has remained well and has followed his dietary re- 
srictions carefully. One patient, case 1 in table 2, has 
had some recurrent gastrointestinal symptoms nine years 
after the implantation of the common bile and main 
pancreatic ducts into the jejunum, and it is possible that 
he may have a jejunal ulcer, although this cannot be 
definitely proved. 

The real tragedies resulting from injuries to the major 
pancreatic ducts during gastric surgery derive from fail- 
ure to recognize and to correct these injuries rather than 
from their irreparable character. The sine qua non of 
successful management of injuries to the major pancre- 
atic ducts, whether they be repaired immediately or after 
a persistent fistula has occurred, is careful approximation 
of the severed duct to some segment of the upper gastro- 
intestinal tract. The epithelium of the duct must be 
sutured carefully to the mucosa of the intestinal tract. 

















\CUTE PANCREATITIS FOLLOWING GASTRIC RESECTION 

In attempting to discern some common etiological fac- 
tor or factors in the production of acute pancreatitis fol- 
lowing gastric surgery we have selected seven cases from 







TABLE 3.—Acute Pancreatitis Following Gastric Resection 
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was done. Although there had been no surgical manipu- 
lation of the duodenum, extensive pancreatic necrosis 
developed from which the patient died on the ninth post- 
operative day. Postmortem examination revealed diffuse 
pancreatic necrosis and an active penetrating duodenal 
ulcer in the first part of the duodenum. In another in- 
stance the mobilization of the ulcer was not particularly 
difficult and there was much less pancreatic involvement 
than is frequently seen in such cases at the time of opera- 
tion, yet fatal pancreatitis ensued. In one case the opera- 
tion was performed for an obstructing duodenal ulcer 
in which no penetration was found. The technical pro- 
cedure in this instance was not involved, and no undue 
manipulation of the pancreas was required (case 2, 
table 3). The pancreatic necrosis was extensive in this 
instance and resulted in death on the ninth postoperative 
day. These facts are in harmony with those previously 
referred to in the literature, which indicate that this com- 
plication may occur even after simple gastroenterostomy. 
Finally, case 7 in table 3 demonstrates that acute pan- 
creatitis may occur following gastrectomy (total gas- 


























Case Age, Yr. Diagnosis Operation 

1 36 Penetrating duodenal Reresection; patient 
ulcer; repeated hemor- had previous resection 
rhages; duodenum not elsewhere 
manipulated 

2 48 Obstructing duodenal Partial gastrectomy 
ulcer; previous hemor- 
rhage 

3 35 Nonpenetrating ulcer Partial gastrectomy 

4 50 Penetrating duodenal Partial gastrectomy 
uleer 

5 44 Penetrating duodenal Partial gastrectomy 
uleer 

6 2 Penetrating duodenal Partial gastrectomy 
ulcer 

7 65 Carcinoma of cardia Total gastrectomy; 





splenectomy 





Time of Onset 
of Postopera- 


tive Symptoms Result Results of Post Mortem 

2d day Died 9th day Extensive pancreatic necrosis 

24 hr. Died 9th day Extensive pancreatic necrosis 

24 hr. Died 28th day Extensive pancreatic necrosis 

24 hr. Died 5th day Marked pancreatic necrosis in head; 
duct of Wirsung drained only small 
part of head of pancreas; duct of 
Santorini not identified but appar- 
ently was main pancreatic duct 

24 hr.; then Died 19th day Massive diffuse pancreatic 

subsided; re- necrosis 

curred 19th 

p. o. day 

24 br. Died 9th day Pancreatic necrosis 

24 hr. Recovered; per- 


manent diabetic 














the files of the Lahey Clinic in which the diagnosis of 
pancreatic necrosis was obvious. In addition to these 
cases we have observed other instances of less severe in- 
volvement in which recovery occurred, but these seven 
cases point up the main problems referable to this com- 
plication and constitute some revealing as well as some 
confusing clinical data. It will be noted that four of the 
seven patients (table 3) had penetrating duodenal ulcers, 
and one had carcinoma involving the cardia. Although 
this factor of penetration might at first appear decisive, 
it must be borne in mind that most duodenal ulcers that 
are resected at the clinic are posterior penetrating ulcers 
and that the incidence of this complication is quite small. 
Another observation that questions the importance of 
this factor of penetration in the etiology of pancreatitis 
following gastrectomy is demonstrable by case 1, table 3, 
in which instance a previous gastric resection had been 
performed elsewhere and the patient was operated on 
again here because of repeated hemorrhage. At the sec- 
ond operation the duodenal stump was examined but not 
manipulated, but, since the patient had had a limited re- 
section at the original operation, a more radical resection 




















trectomy in this instance), even when the malignant 
lesion does not directly involve the pancreatic substance. 
It is possible, of course, that such pancreatic involve- 
ment may be secondary to injury of the tail of the pan- 
creas resulting from mobilization of the spleen, but in 
this instance the clinical course was suggestive of pancre- 
atic necrosis rather than of pancreatic extravasation, and 
this presumption is supported by the fact that acute dia- 
betes developed during the attack and that the diabetes 
was permanent. Another significant and confusing factor 
in attempting to specify the cause of these complications 
is the demonstration that the areas of pancreatic necrosis 
are not necessarily confined to the head, and, indeed, 
areas of pancreatic necrosis may occur in the body or 
tail of the gland when the head of the pancreas appears 
normal. 

Recognition.—Our initial interest in this subject re- 
sulted from the observation that an occasional complica- 
tion following gastric surgery had the clinical appearance 
of acute pancreatic necrosis. Subsequent events con- 
firmed this suspicion. The most characteristic clinical 
feature of these patients with severe pancreatic necrosis 
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following gastric resection is the violence of the onset 
of abdominal symptoms in the immediate postoperative 
period. It may be observed in table 3 that the symptoms 
of pancreatic complications appeared in six of the seven 
cases within 24 hours after the operation and that in the 
seventh case the postoperative symptoms were apparent 
in 48 hours. The violence of the abdominal pain, the 
reference to the back, its persistent, unyielding quality, 
and its tendency to be associated with peripheral vascular 
collapse are extremely suggestive and should afford rec- 
ognition of this complication. The demonstration of ten- 
derness in the flanks and the subsequent appearance of 
edema in the flanks, and in some instances of Grey- 
Turner’s sign, will confirm the diagnosis. The appearance 
of jaundice, which occurs in about 75% of these patients, 
may be due to obstruction of the bile duct by swelling and 
induration of the head of the pancreas or to a toxic 
hepatitis. 

To suspect the pancreatic complication is to recognize 
it, because significant elevation of serum or urinary am- 
ylase can always be demonstrated if the determination is 
made within 24 to 48 hours after onset of the symptoms. 
Because of our particular interest in this problem, it is 
routine at the clinic to regard almost every case of intra- 
abdominal complication in the period immediately fol- 
lowing gastric surgery to be of pancreatic origin until 
proved otherwise. 

Secondary operations were performed in two cases. 
In one instance bilateral incisions were made and drain- 
age of the retroperitoneal space was performed through 


the separate incisions in each flank. Considerable necrotic 
debris was evacuated, but the patient died on the 28th 


postoperative day. In another instance the patient showed 


initial signs of pancreatic involvement that subsided but 


recurred violently on the 19th day, at which time a small 
incision was made in the right upper abdominal quadrant. 


Considerable hemorrhagic fluid was obtained, but the 
patient went into profound collapse and died within a 
short time. Autopsy revealed massive, diffuse pancreatic 


necrosis. 


The mortality in this selected group was extremely 


high, there being six deaths in the seven cases (85.7% ), 


but these cases were selected because of the extreme de- 
gree of the complication and because the diagnosis could 


be substantiated in every instance. 


The autopsy findings were fairly consistent in five of 
the six fatal cases in which postmortem examination was 
permitted. In one case (case 4, table 3) marked pan- 
creatic necrosis was present in the head of the gland. The 
duct of Wirsung drained only a small portion of the head 
of the pancreas, while the duct of Santorini, which was 
not identified, apparently constituted the main pancreatic 
duct. This may be an instance in which fatal pancreatitis 


resulted from injury to the duct of Santorini, although 


no such injury was demonstrable at post mortem. The 


other four patients showed severe pancreatic necrosis, 
and in one instance the areas of necrosis were patchy, 
with the body and tail being more involved than the head. 


Treatment.—Prevention of pancreatic inflammation 
and necrosis following gastric resection may be difficult 
in view of the fact that the precise cause is not known. It 
is plausible, however, to assume that the large, penetrat- 
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ing, acutely inflamed, posterior duodenal ulcer js More 
likely to invite a pancreatic complication than are Other 
types of duodenal ulcers. It is wise, therefore, to evaluate 
carefully and precisely the possibilities of injury to the 
pancreas and to consider the likelihood of pancreatic in- 
flammation following resection of such an ulcer before 
mobilization of the stomach is attempted. When faceg 
with such an ulcer one has the alternatives of performing: 
(1) a pyloric exclusion as advocated by Finsterer,.° (2) 
the two stage resection as advocated by McKittrick ang 
his associates,** which in their hands has proved to be 
safer in this type of ulcer than has been the one Stage op- 
eration, and (3) gastroenterostomy and vagotomy. 
Pyloric exclusion in our experience has given the highest 
incidence of recurrent ulcer activity and is rarely em. 
ployed in this clinic. The objections to the two stage 
resection advocated by McKittrick include the double 
jeopardy of two anesthetics, two operative maneuvers. 
and two periods of recumbency and the possibility that 
the patient will be left with an inadequate operation if he 
refuses to go through the second stage. 

It is a general principle here at the clinic to perform 
partial gastric resection in practically all cases of duo- 
denal or gastric ulcers subjected to surgery. In most of 
these instances the ulcer is completely removed. In some 
instances, however, when the ulcer is low-lying, it is 
possible to remove the entire stomach and pylorus and 
to invert the first part of the duodenum above the ulcer. 
This leaves very few cases in which one of these three 
alternatives must be employed, and it is our belief at 
present that, when one is faced with the possibility of 
pancreatic injury or an invitation to pancreatic inflam- 
mation in the acutely inflamed posterior duodenal ulcer, 
it is preferable to do a gastroenterostomy and vagotomy. 
If resection is resorted to, the mobilization of the duo- 
denum must be done with care. The penetration into 
the pancreas should not be excised, covered, or curetted 
Any large structure traversing the groove between the 
head of the pancreas and the posterior wall of the duo- 
denum should be aspirated to rule out the possibility 
that it is the pancreatic duct before clamps are applied 
It is difficult for anyone to speak with authority relative 
to the treatment of postoperative pancreatitis for, by 
necessity, one’s experience is limited, and if we maj 
judge by the meager literature relative to this affection 
following major surgery, the mortality in series of proved 
cases is universally high. There is little doubt, however. 
that the treatment should be similar to that of primar) 
pancreatitis, which today is generally agreed to be con- 
servative nonoperative management. One is struck by) 
the fact that those patients who have secondary laparot- 
omy usually pursue a rapidly fatal course. This manage- 
ment should include: (1) continuous gastric suction t 
minimize distention; (2) control of pain by meperidine 
(Demerol) in milder cases and by continuous epidural 
procaine analgesia (Orr and Warren ‘*) in those in- 
stances in which the pain is unresponsive to administra- 
tion of narcotics; (3) maintenance of circulating blood 
volume by adequate amounts of serum albumin and 
appropriate quantities of glucose-electrolyte solutions; 
(4) detection and control of acute diabetes and hypo- 
calcemia; (5) use of penicillin and/or chlortetracycline 
(Aureomycin); and (6) drainage of secondary septic 
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collections. If one feels compelled to attempt drainage 
of the pancreatic bed during the acute attack, one would 
do well to consider the unilateral or bilateral flank ap- 
proach, particularly in those instances in which brawny 
induration and edema are demonstrable in these areas. 
The Jumbar approach can be pursued with less anes- 
thesia and without any intraperitoneal manipulation. 


RELATIONSHIP OF PANCREATIC ANOMALIES 
TO GASTRODUODENAL SURGERY 


Aberrant pancreatic tissue located in the wall of the 
stomach or duodenum assumes practical clinical sig- 
nificance since these ectopic pancreatic masses may 
produce motor disturbances, ulceration, or secondary in- 
flammatory reactions, and more particularly because their 
presence will frequently produce filling defects that are 
confused with gastric or duodenal polyps, ulcers, or 
malignant tumors. Since these pancreatic heterotopias 
are prone to occur in or around the pylorus, it is fre- 


TABLE 4.—Treatment of Aberrant 
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the ectopic mass had a central depression, representing 
the ductal opening into the stomach, which was thought 
at the time of abdominal exploration to be central 
necrosis in a gastric tumor. In two of the seven cases the 
aberrant pancreatic tissue was found incidentally at the 
time of operation for gastric ulcer. Gastric resection was 
performed in six of the seven cases, since frank ulcera- 
tion was present in four and associated gastritis was 
present in two. 
ANNULAR PANCREAS 

Annular pancreas is a rare anat6mic anomaly, but the 
frequency with which its presence is associated with 
secondary duodenal ulceration, particularly in the adult, 
and the infrequency with which the correct diagnosis is 
made either clinically or during abdominal exploration 
for suspected gastroduodenal disease point up the need 
for greater awareness of the clinical, roentgenologic, and 
surgical features of this malformation. The symptoms 


Pancreas in Stomach or Duodenum*t 





Associated 

Sex Pathological Condition 

M None 

M Chronie gastritis 

M Uleeration over tumor 

M Associated gastrie ulcer 
5D M Multiple gastric ulcers 
26 F Uleeration over tumor 
42 M Antral gastritis 


Duration of 
Symptoms Operation Location 
4yr. Local excision Pylorus 

20 yr. Gastric resection Antrum 

5 mo. Gastric resection Prepyloric area 
8 yr. Gastric resection Pylorus 

5 yr. Gastric resection Pylorus 

3 yr. Gastric resection 
6 mo, Gastrie resection 


Duodenum 
Duodenum 





*'There were no complications in any of these patients, and the operative results were excellent in all. 


¢ After Marshall and Curtiss.?* 


TABLE 5.—Treatment of Annular Pancreas* 





Duration 
of Symp- 


toms, Yr. Operation 
Excision of annulus; partial 


gastrectomy 


Pylorie exclusion (elsewhere); 


Complications Results 


Pancreatic and 


Closure jejunal fistula; 
jejunal fistula 


pancreatic fistula closed 
spontaneously 


Pancreatic de- Chronic malnutrition 


excision of antrum and first ficiency 


portion of duodenum 
Gastroenterostomy and yagotomy None Excellent 


41 F 





*In all three cases there was an associated duodenal ulcer. 


quently necessary to operate on them, since the possi- 
bility of an existing malignant lesion cannot, with 
assurance, be ruled out. Ulceration with hemorrhage or 
pyloric obstruction also may indicate the necessity for 
surgical intervention. It is important, therefore, to con- 
sider the possibility of an ectopic pancreas in assessing 
any bizarre roentgen manifestation or operative finding 
in the region of the pylorus. If such an anomaly is sus- 
pected, the tumor should be excised locally, if feasible, 
and be submitted to immediate frozen section analysis. 

Marshall and Curtiss '* have recently reported from 
this clinic seven instances of ectopic pancreas, five in- 
volving the stomach and two in which the aberrant pan- 
creas was attached to the duodenum, which were asso- 
ciated with sufficient symptoms to warrant surgery. 
These cases are tabulated in table 4, from which it will 
be seen that in five of the seven cases the aberrant pan- 
creas was the primary gastric disease and that super- 
ficial ulceration over the tumor was present in two of 
these five cases. Two other patients had local gastritis 
in the region of the pancreatic mass. In the fifth instance 


vary in proportion to the degree of duodenal obstruction 
produced by the anomaly. If no compression of the duo- 
denum is present there are no symptoms. Clinical mani- 
festations include bouts of abdominal colic associated 
with nausea and vomiting. Failure to discern the correct 
diagnosis frequently leads to unnecessary and unavailing 
operations on the biliary tract and ultimately to a diag- 
nosis of psychoneurosis. 


When symptoms are present from birth, which usually 
indicates the presence of severe duodenal obstruction, 
early surgical intervention is carried out and the nature 
of the anomaly is usually recognized. When the symp- 
toms are delayed and when they are less acute, chronic 
duodenal stasis may occur and lead to duodenal ulcera- 
tion. Roentgen studies under such circumstances usually ° 
show the ulcer, but the primary pancreatic deformity is 
commonly missed. The deformity is generally charac- 
terized by a smooth band-like constriction of the de- 
scending limb of the duodenum, with dilatation of the 
proximal duodenal segment. Occasionally, a fine string 
of barium delineates the narrowed portion of the duo- 
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denum. Medial notching of the duodenal deformity, as 
stressed by Lehman,"* who is the only one who has rec- 
ognized the lesion preoperatively, has not been observed 
by us. 

We have operated on three patients with annular pan- 
creas (table 5). All three were adults; symptoms had 
been present for 12, 15, and 18 years. Two patients had 
been operated on previously without the true nature of 
the pathological condition being perceived. One had had 
a cholecystectomy for noncalculous gallbladder, and one 
had had a pyloric exclusion. All three had duodenal 
ulceration. 

Gastrojejunostomy and vagotomy were performed in 
one case, with good results. The retained pyloric antrum 
was excised in the patient who had had a previous exclu- 
sion operation. This patient had chronic pancreatic 
deficiency with severe malnutrition. The annulus was 
excised and a partial gastrectomy was performed in one 
patient. Pancreatic and jejunal fistula occurred. The 
pancreatic fistula healed spontaneously, but the jejunal 
fistula required operative closure. This patient subse- 
quently did well. 

The treatment of choice in annular pancreas in the 
absence of chronic duodenitis or duodenal ulcer is 
duodenojejunostomy. If the first part of the duodenum 
is scarred or ulcerated, it is perhaps wise to employ 
gastrojejunostomy with vagotomy. The annulus should 
not be resected, in my opinion, because of the likelihood 
of a pancreatic fistula, the possibility of injury to the 
major pancreatic duct, and because resection of the 
annulus may not relieve the duodenal atresia that is as- 
sociated. 


ROLE OF PANCREAS IN POSTGASTRECTOMY 
NUTRITIONAL PROBLEMS 

Some impairment in the digestion and absorption of 
food after gastroenterostomy, partial gastrectomy, or 
total gastrectomy is frequently observed. This deficiency 
may be reflected in a failure to regain normal weight, 
difficulty in maintaining postoperative weight, and the 
presence of excessive quantities of fat and, less com- 
monly, protein in the stools. Factors contributing to this 
impairment of nutrition include: (1) diminution in in- 
take of food; (2) the entrance of larger food particles 
into the intestine, which makes it more difficult for the 
bile and the pancreatic and intestinal ferments to act on 
the food substances; (3) more rapid passage of food 
through the gastrointestinal tract; and (4) a diminution 
in external pancreatic secretion. This last impairment is 
usually least marked in gastroenterostomy and most pro- 
found following total gastrectomy. Despite the volumi- 
nous literature relative to the difficulties in maintaining 
nutrition in the patient who has undergone gastrectomy 
and especially in the patient who has been subjected to 
total gastrectomy, it has been our experience at the 
clinic that very little difficulty will be encountered in 
the patient who has had gastroenterostomy, with or 
without vagotomy, or partial gastrectomy and that the 
difficulties that are encountered in patients who have had 
total gastrectomy are rarely extreme except in those pa- 
tients who have recurrent or persistent malignant dis- 


ease. 
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Wollaeger *° found that after partial gastrectomy jp 
man fat absorption was slightly better when the Billroth 
1 type of anastomosis was done, as compared with g 
Polya type of restoration. After total gastrectomy jp 
dogs Everson '* found that the type of anastomosis hag 
little or no effect on absorption of fat but that, in animals 
in which an esophagoduodenal anastomosis was per- 
formed, the loss of nitrogen in the feces was less than 
in those dogs that had esophagojejunal anastomosis. || 
can readily be demonstrated, as shown by Howard and 
his associates,"’ that the rate of external pancreatic 
secretion is diminished when a test meal is delivered 
to the jejunum approximately 2 ft. (61 cm.) beyond 
Treitz’s muscle as compared with the delivery of the 
same test meal into the duodenum or given orally. In 
most of the conventional types of gastrojejunostomy 
following gastric resection, however, the gastrojejunos- 
tomy is sufficiently close to Treitz’s muscle to permit 
reflux of food into the duodenum in such a way as not 
to impair pancreatic function. 

A variety of agents has been employed in an effort 
to increase the absorption of fat after gastrectomy. 
These include bile, pancreatin, emulsifiers, hydrochloric 
acid, and vitamins, particularly folic acid. Emery ** has 
shown in dogs, as have Brain and Stammers '” in man, 
that fat absorption can best be increased after total 
gastric resection by the use of small, frequent feedings. 

These experiences parallel those of persons in our 
own department of gastroenterology, who have for many 
years insisted that most nutritional problems following 
partial or total gastrectomy can be controlled by small, 
frequent feedings of carefully selected articles of diet. 
The validity of this contention is best exemplified by the 
fact that of 15 patients subjected to total gastrectomy 
for benign lesions only one has presented any significant 
nutritional problem. This one patient has had difficulty 
in maintaining his weight, although his blood cell counts 
are normal and his energy is such that he is able to work 
regularly even though he is beyond 70 years of age. We 
have also demonstrated in this patient that by careful. 
frequent feedings under hospital control he is able to 
gain as much as 5 Ib. (2.3 kg.) in three weeks. In the 
light of a large experience with both partial and total 
gastric resection here at the clinic, we believe that the 
problem of postoperative nutrition in this group is not 
essentially one of major impairment in digestion or ab- 
sorption of food and that such nutritional problems can 
largely be avoided by determining that the patients get 
an adequate caloric intake. This usually means frequent 
small meals in those persons who tend to have an) 
nutritional deficiency. Again, in the light of this experi- 
ence, we have not been tempted to resort to the Billroth 
1 type of procedure nor have we felt constrained to 
employ any transposition of a segment of the gastro- 
intestinal tract as an artificial stomach after total gas- 
trectomy. Although it is undoubtedly true that minor 
disturbances in pancreatic function occur as a result of 
radical subtotal or total gastric resection, these deficien- 
cies apparently do not occur commonly and when they 
do are not severe. 


609 Commonwealth Ave. (16). 
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NUTRITION AFTER GASTRIC OPERATIONS 


Robert M. Zollinger, M.D. 


and 


Edwin H. Ellison, M.D., Columbus, Ohio 


A significant number of gastric operations result in 
rather distressing postoperative complaints that are un- 
related to the original pathology and probably are refer- 
able to the surgical procedure.‘ Although the loss of a 
part 01 all of the stomach may seem a small price to pay 
to avoid the consequences of recurrent ulcer or fatal 
neoplasm, a significant number of patients manifest sub- 
sequent nutritional deficiencies that may be severe 
enough to prove incapacitating to the occasional pa- 
tient.’ During the past three and one-half years a study 
has been undertaken in an attempt to gain further infor- 
mation regarding the incidence, etiology, management, 
and possibly the prevention of nutritional problems fol- 
lowing gastric surgery. 

Physicians responsible for the late postoperative care 
of patients with gastric surgery have long been impressed 
by the problems they present. Diminished appetite, lim- 
ited food capacity, frequent discomfort after meals, high 
incidence of food idiosyncrasy, and occasional diarrhea 
may result in a significant weight loss or the inability 
to gain weight. At times these sequelae prevent these 
patients from making adequate social and economic 
adjustments.* Observations on the postoperative nutri- 
tional status of 203 unselected ulcer patients subjected 
to a variety of standard surgical procedures suggest that 


preoperative weight should be an important considera- 
tion in planning the type of gastric surgery, especially 
for duodenal ulcer. 


INCIDENCE OF WEIGHT DEFICIENCIES 

The nutritional status of the group studied one to six 
years after gastric surgery has been determined by ex- 
amination and interviews. Three out of every four have 
been seen more than once; of these, one-half have been 
interviewed at yearly intervals for at least three years. 

The youngest patient reported on was 20 years old 
and the eldest was 75; the average age was 52 years. 
There were 162 men and 41 women. The operative 
and/or pathological diagnosis was duodenal ulcer in 163 
cases. In the remainder, there were 27 cases of benign 
gastric ulcer, 10 of gastrojejunal ulcer, and 3 of duo- 
denal and gastric ulcers occurring together. For purposes 
of simplicity, those patients with marginal ulcerations or 
combined duodenal and gastric lesions were classified 
in the duodenal ulcer group, giving a total of 176. 

Records of weight gain or loss one to six years fol- 
lowing operation were used as an index of the state of 
nutrition. Over one-half, or 109 of the 203 patients, 
failed to regain their preoperative weight; furthermore, 
a total of only 16 patients reached their maximum pre- 
Operative weight. 

Of more significance is that the postoperative body 
Weight was found to be below the minimal ideal stand- 
ards ° for the sex, age, height, and body build in 127 
of the total cases (table 1). In some instances, this 
weight deficit was considerable and exceeded 10% of 


the minimal ideal weight in nearly one out of every 
three patients. The minimal ideal weight is 5 lb. (2.3 
kg.) less than the average as defined by insurance weight 
tables.° For example, the average ideal weight for a 5 ft., 
8 in. {170 cm.) 40-year-old man of medium build is 
152 Ib. (69.1 kg.), and his minimal ideal weight is 
147 lb. (66.8 kg.). From a consideration of this data 
it is apparent that the majority of these patients post- 
operatively were on the lean side, since the weight of 
62% of the total group fell below minimal ideal 
standards. 


POSTOPERATIVE WEIGHT TRENDS IN 
DUODENAL ULCER PATIENTS 


Subtotal gastric resections were performed in 132 of 
the 176 duodenal ulcer patients; the Hofmeister-Polya 
technique was used in 101, and, of these, 27 had the 
additional procedure of vagotomy (table 2). The re- 
maining 31 resections were of the Billroth 1 type com- 
bined with vagotomy. The resection in the Hofmeister- 
Polya group was of the conventional 75% type, with 
division of the left gastric artery close to its origin. When 
vagotomy was added to this type of procedure, the 
amount of resection remained at 75% in 18 of the 27 
and was decreased to 40% in the remaining nine. In 
the Billroth 1 and vagotomy group, resection averaged 
between 60 and 65%. Vagotomy with gastroenteros- 
tomy accounted for the remaining 44 duodenal ulcer 
patients. 

The body weight at follow-up examination was found 
below the minimal ideal in almost two-thirds (62% ) of 
this group of 176 (table 1). This weight deficit was con- 
siderable in nearly one out of every four patients, ex- 
ceeding 10% of the minimal ideal weight. Further 
analysis of these deficits demonstrated definite relation- 
ships to the type of operation performed. 

About two-thirds of the patients having Hofmeister- 
Polya type resections with or without vagotomy failed 
to attain their minimal ideal weight after operation 
(table 1). Considerable improvement was noted in the 
vagotomy-gastroenterostomy series, in which 40% failed 
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to meet the minimal weight standards; and the best 
nutrition was found in the Billroth 1 combined with 
vagotomy group, in which only 33% fell short of the 


minimal weight standards. 


An analysis was then carried out to determine whether 


or not the nutritional trends following gastric surgery 
might have been foretold by a consideration of the 


weight status before operation. As a result of this analy- 


sis, the patients fell into three major categories, depend- 
ing on their weight at the time of operation and the 
relationship of this weight to the calculated minimal 
ideal standard. Group 1 included those patients whose 
preoperative weight was ideal or above; group 2 those 
who had realized their ideal weight sometime in the 
past, but whose weight at the time of operation was 


TABLE 1.—Postoperative Procedures and Weight Trends 
of Patients Subjected to Gastric Surgery 





Average No. with 
Time Follow-Up Ideal 
After Weight Weight 
Sur- Below Deficit 
No. of gery, Ideal, Greater 
Procedure Cases Mo. Lb. Than 10% 
Duodenal Uleer F 
Subtotal gastrectomy 
Hofmeister-Polya with 
VASOCOMY ncccccccccccccece 27 27 17 (66%) 5 (18%) 
Hotmeister-Polya .........++ 74 31 48 (64%) 33 (44%) 
Billroth 1 with vagotomy.. 31 16 10 (33%) 8 (25%) 
Vagotomy with gastro- 
GUT ORIONEY ccccccscccesee 44 36 18 (40%) 7 (15%) 
176 van 93 (52%) 53 (32%) 
Gastric Uleer 
Subtotal resection ............. 27 34 22 (81%) 10 (35%) 
WD Gandessetbercssinss 203 an 125 (62%) 63 (21%) 


TaBLE 2.—Reasons Given by Patients for Low Calory Intake 


Discomfort After Meals 
—— 


f al 


Appetite Need 





Fairto Full- to Lie 
Operation Poor ness Diarrhea Down Total 
Gastric resection 
Hofmeister-Polya .......00 33.0% 24.0% 15.8% 23.0% 44.0% 
Hofmeister-Polya with 
|” Sa 15.0% 24.0% 14.0% 6.6% 41.0% 


Billroth 1 with vagotomy 17.0% 13.0% 13.3% 29.0% 29.0% 


Vagotomy with gastro- 
enterostOMy ......e..eseee-. 36.0% 23.0% 13.0% 10.0% 33.0% 


below their minimal standard; and finally, group 3, 
those who had never realized their ideal weight. 

Thirty-one of the 74 patients studied after subtotal 
Hofmeister-Polya resections for duodenal ulcer were at 
their ideal weight or above (group 1) at the time of 
operation, and 21 of these were still above their minimal 
standard at follow-up—a two out of three chance of 
maintaining satisfactory nutrition. In direct contrast to 
this relatively good nutritional prognosis, only 3 of the 
27 patients who fell into group 2 have been able to 
realize their ideal weight following operation—a one in 
10 chance of meeting minimal weight standards. Finally, 
as might have been predicted, none of the 16 patients in 
group 3 realized their minimal ideal weight following 
gastric resection. 

Similar observations were then made for each of the 
remaining surgical procedures employed, namely, major 
and minor Hofmeister-Polya resections with vagotomy, 
Billroth 1 resection with vagotomy, and vagotomy with 
gastroenterostomy. In each instance, the patients were 
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classified into three groups according to their preoperg. 
tive nutritional status, and the percentage of patient, 
reaching their minimal ideal weight was again deter. 
mined. A comparison of the percentage of patients rea}. 
izing this minimal standard following the various surgi. 
cal procedures according to the preoperative nutritiona| 
category (groups 1, 2, and 3) permits a rough estimate 
of the long-term nutritional effects of the various gastric 
operations for ulcer. 

In group 1 “best nutrition,” as determined by the 
percentage of patients maintaining their ideal weight 
after operation, was noted following the 60% Billroth 
1 resection with vagotomy. The number of patients 
maintaining their ideal weight following a limited 40% 
resection (Hofmeister-Polya technique) with vagotomy 
and following vagotomy with gastroenterostomy paral- 
leled the incidence previously noted for the more exten. 
sive Hofmeister resection and averaged two out of three 
patients. In those few cases in which vagus section was 
combined with a 75% Hofmeister-Polya resection, only 
one out of six patients was able to maintain his idea! 
weight. 

The improved nutrition following the Billroth 1 resec- 
tion and vagotomy may not be of significance because 
of the small number of patients. The impression is gained 
that satisfactory weight trends may be expected in about 
two-thirds of those patients at or above their ideal weight 
at the time of operation regardless of the operative pro- 
cedure if extensive resection of the Billroth 2 type com- 
bined with vagotomy is avoided. 

The procedure of choice in group 2 was vagotomy 
combined with a 60% Billroth 1 resection or with pos- 
terior gastroenterostomy. Once again the best weight 
trends were realized following gastroduodenostomy, al- 
though the percentage difference was not great. Further- 
more, the end results might well change with a larger 
number of cases and a more prolonged follow-up. Con- 
tinued weight loss or inability to gain sufficient weight 
to meet minimal standards proved to be an almost uni- 
versal problem following the more extensive resections 
either with or without vagotomy. 

Sixteen of the 80 patients in group 2 fell below their 
ideal weight as a result of long-standing pyloric obstruc- 
tion. Although we anticipated a good weight response 
in this particular group, only 10 had gained weight since 
the operation and, of these, only four had been able to 
meet their ideal weight. This tendency of a failure to gain 
weight in those patients with pyloric obstruction prior 
to surgery held true throughout the entire series in every 
group classification. 

The nutritional effects of the various operative pro- 
cedures in those patients who had never realized their 
minimal ideal weight preoperatively (group 3) were 
evaluated on the basis of the number of patients gaining 
weight after operation. In this instance, three out of four 
patients gained some weight following vagotomy com- 
bined with either gastroenterostomy or a 60% Billroth | 
resection, although “best nutrition,” as indicated by the 
greatest average weight gain, occurred after vagotomy 
and gastroenterostomy. However, not a single patient in 
group 3 ever reached the minimal ideal weight following 
any type of procedure. Obviously a conservative type of 
operation seems clearly indicated in this group. 
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In summary, the preoperative weight of 65 of 176 pa- 
tients with duodenal ulcer was equal to or over the min- 
imal ideal weight (group 1), and of these, 43 were still 
above their ideal weight one to six years following opera- 
tion. In contrast, only 23 of the 80 patients in group 2 
and none of the remaining 31 patients in group 3 were 
able to reach their minimal standard weight following 


surgery. 
POSTOPERATIVE WEIGHT TRENDS IN BENIGN 
GASTRIC ULCER PATIENTS 


Twenty-two of 27 patients with benign gastric ulcer 
underwent radical gastric resections, and eight of these 
procedures were described as near-total resections. Intes- 
tinal continuity was established by gastrojejunostomy in 
17 instances. The Billroth 1 technique was employed in 
the remaining 10 patients. No attempt was made to com- 
pare the end results of the three types of resection for 
this small series. 

Weight trends following gastrectomy for gastric ulcer 
paralleled those of the entire group; however, the deficits 
were of greater magnitude. Seventeen of the 27 patients 
had lost weight since surgery, 22 were below their min- 
imal ideal weight, and this deficit exceeded 10% in one 
out of every three patients. Decreased appetite, fullness, 
or discomfort after eating was noted in 15 patients, and it 
was these patients who had lost the greatest amount of 
weight. This increased weight loss and the frequency and 
severity of symptoms after meals is most likely explained 
on the amount of stomach removed.® Unlike the situation 
in duodenal ulcer, the preoperative weight factor cannot 
be considered in planning the type of surgery, since the 
danger of malignancy makes radical resection necessary.’ 


COMMENT 

A study of the postoperative weight trends in 203 pa- 
tients one to six years after operation has appeared to 
show a definite relationship to their preoperative nutri- 
tional status. In our experience those patients whose pre- 
operative weight was equal to or above their ideal weight 
showed the most consistent tendency to maintain a satis- 
factory weight after surgery. Slightly more than two- 
thirds of the patients in this group sustained a satisfactory 
postoperative weight regardless of whether a conserva- 
tive procedure or a radical gastrectomy was performed. 
Seventy-four patients (36.4%) of the total series fell 
into this category. 

In contrast to this satisfactory situation, the post- 
operative weight trends in the remainder of the patients 
in general were disappointing. The second group was 
made up of those who at the time of surgery were below 
ideal weights but who previously had weighed as much 
or more than ideal standards. In this group, composed of 
94 patients, the number of patients who regained an ideal 
weight was reduced to slightly more than a third. It was 
here that the beneficial effect of the more conservative 
procedures became apparent (table 3). 


Finally, in the third group, including those patients 
who had never attained their ideal weight, not a single 
patient attained this minimal ideal standard weight post- 
operatively. In this group were 35 patients, or 17.2% of 
the total. However, many of these patients did gain some 
weight, which was again directly related to the extent of 
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the surgical procedure. The best weight gains occurred 
in those patients having vagotomy and gastroenterostomy 
or in those with vagotomy combined with a 60% gastric 
resection and gastroduodenostomy. Throughout the en- 
tire series a radical gastrectomy of the Billroth 2 type 
combined with vagotomy had the most detrimental effect 
on postoperative weight trends. 

The patient’s preoperative weight in relationship to 
his ideal weight is an essential factor in planning the 
surgical management of duodenal ulcer. It is especially 
important in those patients whose weights are below the 
minimal ideal standard. It should be remembered that 
gastric surgery irrespective of type decreases the effi- 
ciency of fat and, in some instances, of protein absorp- 
tion; although variable, this factor is most marked fol- 
lowing extensive resections.* In addition the caloric in- 
take will be limited in many cases as a result of disagree- 
able symptoms after eating, the incidence of which seems 
to be greater following the more radical procedures.° 


The preoperative weight of the patient should influ- 
ence the surgeon in his selection of operation. While the 


TABLE 3.—Nutrition After Gastric Surgery According to Weight 
3 § g 


Gained 
Ideal Weight Realized Some 
c — — Weight, 
Group 1 Group 2 Group 3 
Operation (74) (94) (35) 
For Duodenal Uleer 
75% Hofmeister-Polya resection.... 67.7% 11.1% lin2 
(21 of 31) (3 of 27) 
75% Hofmeister-Polya resection 
with vagotomy ......... aa 16.0% 92 0% None 
(1 of 6) (2 of 9) 


40% Hotmeister-Polya resection 


with vagotomy ........ Waidedes® 66.6% 33.3% lin 2 
(2 of 3) (2 of 6) 
60% Billroth 1 resection with 
vagotomy ....... : aie wowee 100.0% 16.0% 8in4 
(9 of 9) (7 of 15) 
Vagotomy with gastroenterostomy 62.5% 34.7% 3in4 


(10 of 16) (9 of 23) 
For Gastrie Ulcer 
INE DUMNETI: 0s 6cnvndceseccenen 22.0% 21.4% None 
(2 of 9) (3 of 14) 


surgeon’s preference may be utilized in those patients at 
or above ideal weight, he should strongly consider the 
more conservative procedure in those patients whose 
weight fails to meet these standards. We now tend to 
avoid the more extensive resections of the Billroth 2 type 
in groups 2 and 3. In these latter groups, we now utilize a 
60% resection with a Billroth 1 type of anastomosis com- 
bined with vagotomy; when this procedure is not feasible 
technically, vagotomy and posterior gastroenterostomy 
are performed. 
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Finally, the surgeon has the responsibility of insuring 
a good nutritional status after gastric surgery. This may 
be accomplished by choosing an operation suitable to 
the patient’s preoperative weight tendencies and also by 
paying close attention to the dietary management starting 
early in the postoperative period. To this end the use of 
seasoned, solid foods of minimal volume and low bulk 
and the avoidance of hypertonic fluids with meals have 
proved advantageous. 

The wide divergence of reported results following gas- 
tric surgery for ulcer may well be explained by the vary- 
ing nutritional states of the patients in the reported series. 
Perhaps the preoperative and postoperative weight trends 
and their relationships to ideal standards should be in- 
corporated in the data used to evaluate the results of any 
surgical procedure. 


J.A.M.A., March 6, 1954 


SUMMARY AND CONCLUSIONS 


Preoperative weight and the ideal weight are essep. 
tial data in planning gastric surgery for duodenal ulcer 
Satisfactory nutrition can be anticipated in two-thirds of 
patients who are at or above their ideal weight at the 
time of surgery, regardless of the procedure emp loyed, 
Unsatisfactory weight trends should be anticipated jp 
the great majority of patients whose preoperative weight 
levels are below their ideal weight, and these trends are 
related to the procedure employed. Control of the aciq 
factor by means other than radical resection should be 
considered. Data on the preoperative nutritional status as 
well as on the postoperative weight trends of the patients 
reported on would seem highly desirable in the evalua- 
tion of the effectiveness of any operation for duodenal 
ulcer. 





ETIOLOGY OF ANTISOCIAL BEHAVIOR IN DELINQUENTS 
AND PSYCHOPATHS 


Adelaide M. Johnson, M.D., Rochester, Minn. 


S. A. Szurek, M.D., San Francisco 


Our thesis is that parents’ unwitting sanction or in- 
direct encouragement is a major cause of, and the specific 
stimulus for, such antisocial behavior as fire-setting, 
stealing, truancy, and unacceptable sexuality displayed 
by young delinquents or their adult counterparts, the 
psychopaths. The delinquencies under consideration are 
those arising in apparently “normal” families of good 
reputation and are not those largely determined socio- 
logically in slum areas or juvenile gangs of any economic 
level. 

The conclusion proposed here has emerged from 
studies carried out by us during the past decade, and it 
requires considerable amplification and evidential docu- 
mentation. Some of the material has been published pre- 
viously by us.‘ By means of study and concomitant 
treatment of the parents as well as of the child involved 
in the antisocial behavior, it becomes unmistakably evi- 
dent that one or occasionally both parents derive uncon- 
scious, and less frequently conscious, vicarious gratifica- 
tion of their own poorly integrated forbidden impulses in 
unwittingly sanctioning and fostering such behavior in 
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the child. In every patient brought for treatment, in whom 
simultaneous intensive study of the parents was possible, 
the child’s defect in conscience was traceable to a like 
defect in the parents’ own poor resolution of unconscious 
impulses to similar antisocial behavior. Thus, just as 
normal parents derive vicarious gratification from good 
behavior in their children, parents who have poorly inte- 
grated forbidden impulses apparently derive gratification 
from the bad behavior of their children. 

In so complex a setting as family life, a multiplicity 
of variables operates, so that no single secondary cause 
for delinquent behavior can be isolated. As already men- 
tioned, it is our contention that unwitting permissive 
sanctioning by parents is a major and specific cause for 
children to live out antisocial impulses. Scientific proof 
of causation is not satisfied by demonstration of the in- 
variable presence of the suspected cause (parental sanc- 
tion) whenever the effect (antisocial behavior of children) 
is observed. It must be demonstrated also that the sus- 
pected cause does not occur unless the effect is also seen. 
This has been our experience. We have never observed 
these parental permissions without antisocial behavior in 
at least one child who had been chosen as a scapegoat. 
Our thesis is not merely reasoning based on post hoc, ergo 
propter hoc; the enmeshing interplay of parent and child 
in the affected area bespeaks more than a fortuitous time 
sequence. 

ENLISTMENT OF A SCAPEGOAT 

Often a parent may unconsciously select only one 
child to be the scapegoat in a family of several children, 
the others being exempted and consequently well be- 
haved. An adopted child may be particularly suitable for 
such a role, since the encouraged misbehavior may be 
attributed to heredity rather than to parental encourage- 
ment. The young boy who was born when a girl was badly 
wanted, or the younger of two sons who superficially 
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resembles the younger of two uncles who was “spoiled 
and no good from the start,” is a likely candidate. For- 
mulas for the unconscious selection of the unfortunate 
scapegoat are multiple. So also are the devious patterns 
for impressing him into his tragic role. 

An example of this mechanism is shown in the follow- 
ing instance. A mother was alarmed to find her 5-year-old 
younger son playing with matches. The son reminded her 
of her “no-good” brother Ed, who also had set fires and 
who had aroused her jealousy because he was her father’s 
favorite. She warned her son to stop playing with 
matches: “I told him fires should be only in a stove, a 
fireplace, or for cigarettes.” All was well, so far. “But,” 
she added, “I said that if he insisted on fires, we would 
burn some papers in the sink. My husband said it was 
stupid to burn papers in the sink, but I thought that it was 
better than burning the house down the way my brother 
Ed nearly did twice.” 

Note the vacillation between the mother’s conscience- 
dictated prohibition and the permissive loophole of “. . . if 
he insisted. . . .” This telescoped case report provides 
clues leading to eventual explanation of (1) the selection 
of the scapegoat, (2) the choice of antisocial behavior to 
be fostered, and (3) a technique, concocted of vacillating 
prohibition and permission, for inadvertently encouraging 
the behavior. The subtle permissions and encouragement 
defy detection unless parent and child are studied inten- 
sively by one experienced in ferreting out significant clues. 


EMERGENCE OF CONSCIENCE 


A child’s conscience is made, not born. It is not in- 
herited ready-made but is developed, especially during 
the first six years of life, primarily through identification 
in great detail with the total behavior of parents. This 
identification or mimicry embraces the conscious and 
unconscious operations of the parents. To an equal ex- 
tent, conscience develops from the parents’ conscious and 
unconscious image of the child and from their concepts 
and hopes for a child. The normal mother never doubts 
that in a few years her children will learn absolute honesty 
about money. To her, there is no choice; it is axiomatic 
that stealing is absolutely forbidden. When a parent says, 
“Jimmie has never stolen yet, but somehow I worry that 
he may some day,” further study always unearths the 
mother’s own poorly integrated impulses to cheat and 
steal. The hostile content of her doubts about Jimmie is 
soon revealed, and there are scarcely formed fantasies of 
using him as her scapegoat to steal for her. 

Paralyzed consternation may overtake a parent whose 
7-year-old has just taken a dollar from the dresser or 
displayed a trinket pilfered from the dime store. Why this 
anxiety, confusion, or even undue hostility? Why not 
manage the matter firmly and directly? There is a reason. 
An impulse in the parent, alternative to complete hon- 
esty, compels vacillation and hedging rather than the 
establishment of a clear limit. That impulse may explode 
into a rage, with threats of the reformatory. Such a paren- 
tal reaction suggests to the child that his impulses to steal 
really may get out of hand. In his unsophistication and 
dependency, he is inclined to accept the painting of 
Dorian Gray as a true image of himself. 

The mature, normal parent neither anticipates impend- 
ing disaster nor dismisses monetary transgression as 
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trivial. Instead, the problem is resolved promptly without 
anxiety or guilt. The mother says, “Susie, you took the 
dollar from the dresser; please get it for me at once. No 
one may take another’s money without asking permis- 
sion.” She insists that the money be returned promptly. 
Of the dime-store trinket she tells Johnnie firmly and 
without anxiety that it is wrong to take things without 
paying for them. She accompanies Johnnie to the dime 
store to return or pay for the article. Storekeepers are 
accustomed to parents coming on such errands, and 
usually accept the proper restitution. Such a parent is 
neither the nagging, checking detective nor the permis- 
sive, lax condoner. She does not dismiss recurrent minor 
thefts with the rationalization “Oh, he will outgrow it,” 
only to bring the child for treatment when the school 
complains of thefts. 

Many parents, whose own poorly integrated prohibi- 
tions permit them to overlook recurrent slight offenses, 
suddenly react with guilt and alarm at the first suggestion 
of criticism from outside the home. They respond with 
righteous accusations and punishment. The child is con- 
fused and angry at what now appears to be parental 
betrayal. If the child is not too ashamed or frightened, he 
may give voice to his recollections of similar parental 
deceptions, initiating a vicious cycle of hostile blackmail 
and mutual corruption. 

We cannot cheat a child or anyone else and expect the 
child to overlook it. There are many variations on the 
main theme that deception encourages deception, such as 
the admonition of the mother who says to the child, “Here 
is a dollar, but don’t tell your father.” A parent may not 
smile at keeping too much change from the grocer and 
expect his child to be honest about money. A mother may 
not encourage children to understate their age to enter a 
movie at half price and expect them to be honest. Simi- 
larly, to count integrity as a virtue is difficult for a child 
who repeatedly has experienced parental promises made 
lightly and broken without explanation or apology. A sin- 
cere apology or explanation is always accepted. 

The psychopathic personality or “psychopath” of later 
years is the grown-up delinquent child with defects in 
conscience, who is in court for theft, burglary, forgery, or 
worse. In every such instance providing us opportunity 
for careful study, a long history is revealed of parental 
sanction of antisocial offenses, “bailing out,” and “fix- 
ing”; the pattern may include illicit excuses to the teacher 
for daughter’s absence from school, repeated restitution 
for son’s bad checks, and dishonest support of the young 
transgressor against a neighbor’s property. 


TRUANCY 

We have found that parental coldness and rejection are 
insufficient causes of truancy from home. These attitudes 
are nonspecific stimuli to which many children who do 
not run away are also exposed. Truancy usually results 
from suggestion at home, sometimes relatively overt, 
sometimes disguised and difficult to detect. 

The 6-year-old child, sensing coldness and rejection, 
may say angrily, “You don’t love me. Nobody loves me. 
I hate you all!” Then, and not infrequently, the specific 
stimulus may be applied by the parent in words such as, 
“Very well! Why don’t you just pack your bag and go live 
some place else if you think we’re so awful?” We have 
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observed that some parents even go so far as to pack the 
child’s suitcase, which is a terrifying experience for the 
child. The suggestion to run away comes more frequently 
from inside the home than outside, for rarely do small 
children tell their friends that their parents are “mean” 
or get suggestions from other children to leave home. 
More subtle, less direct, but equally effective sanctions 
for truancy are the rule. 

An example of parental approval and encouragement 
of this type of behavior is found in the case of 6-year-old 
Stevie, who had been running away since he was 4. His 
father recalled the boy’s episodes of exploration in in- 
ordinate detail. This fact struck us as most significant. 
The father reported that during the same two years he 
himself had been forced to discontinue his work as a 
transcontinental truck driver, a job in which he reveled, 
for work that confined him to the city. It was striking to 
observe this father urging Stevie to tell of his most recent 
escapade and prompting with an eager reminder when 
the child guiltily hesitated. The account obviously fasci- 
nated the father. Suddenly the father angrily stopped the 
child with, “That’s enough, Stevie; now do you see what 
I mean, doctor?” Stevie could not fail to sense his father’s 
keen interest and pleasure in his tale on each return home, 
despite the inevitable whipping. The father was a kind, 
well-intentioned man who rightly feared for his little son’s 
safety. He was, however, entirely unconscious of the fact 
that the stimulus of his own thwarted need to travel and 
his interest in Stevie’s adventures was easily conveyed to 
this small, bright boy, of whom the father said, “Stevie’s 
really a good kid. He would follow me around the top of 
a wall 50 feet high.” 

A smile of tacit but unwitting approval often belies a 
parent’s complaints of impulsive and daring behavior of 
the child brought for treatment. Children are masters at 
sensing parental interest or gratification, however subtle, 
at a tale of naughtiness. Even if punishment comes after 
the interest-arousing narrative, the damage has been 
done. If even disguised parental pleasure preceded the 
spanking, the child will repeat the performance. To please 
mother or father is worth the punishment, although the 
contradiction between seduction, through evincing pleas- 
ure, and the spanking is impossible for the child to 
reconcile. 

SEXUAL MISBEHAVIOR 

The same pattern of selection of a scapegoat, choice of 
misbehavior to be suggested, and subtle guidance of the 
child into antisocial activity is seen in sexual misbehavior 
as in fire-setting, stealing, truancy, and other forms of 
delinquent behavior. Again, the variants of the theme are 
multiple. Parental suspiciousness or acute anxiety sug- 
gests that alternate forms of behavior may well occur on 
adolescent dates and might even be accepted; inordinate 
maternal curiosity regarding daughter’s experiences with 
boys carries implied sanction; freely voiced interparental 
accusations of sexual aberrations stunt the child’s growth 
of conscience in these areas; misguided, too exciting 
discussions about sex constitute unwitting approval; en- 
couragement or display of undue degrees of nudity at 
home provides excessive permission. Illustrations are 
endless, but the following case is a good example. 
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The mother of a girl of 9 was excessively concerned 
lest her daughter misbehave when she began dating, Fy. 
amination and analysis of these premeditated fears te. 
vealed a submerged impulse in the mother to have the 
child so act substitutively because the mother herself was 
sorely tempted to promiscuity. When the child became 
older, detailed suspicious questionings and dire warning, 
constituted unwitting permission, because the mothe; 
transmitted to the daughter a maternal concept of the gir] 
behaving otherwise than acceptably. 4 

Lack of faith from a source that should impart strength 
weakens the inhibitions. Again, the mere hint of a little 
too much interest and a slight shadow of pleasure at hear. 
ing tales of daughter’s nocturnal adventures loom larger 
in the daughter’s mind than scolding or punishment, | 

These relationships are universally present and may 
be discovered if there is the will to do so, together with 
the skill and patience to detect them. This usually requires 
close collaboration between two therapists, one for the 
parent and one for the child. 

It is amazing to discover the extent to which intelligent 
families of respectable status accept or even encourage 
varying degrees of nudity, including the complete variety, 
with conversion of the bathroom and its gamut of func- 
tions into something resembling a family Grand Central 
Station. This attitude is accompanied by a “frankness” 
regarding procreation and its antecedent ramifications 
carried far beyond the needs of the curious child. The set- 
ting is not the bridge table or locker room but the home, 
with children and adolescents who are inclined to be a bit 
abashed by both the content and the artificiality of the 
proceedings. 

Much of this spuriousness is perpetrated in the name 
of Freud, who was actually an extremely conventional 
person. True, he recognized the biological curiosities of 
children, their confusion regarding the two sexes, and 
their frustrations in competing with one parent for the 
affections of the parent of the opposite sex. But always in 
such matters Freud was the advocate of moderation and 
restraint; the parent was to answer the child’s specific 
questions about sex but not to deliver a lurid oration that 
was gratuitously extended far beyond the answer sought. 
He decried equally either a reaction of guilt and horror 
to a child’s questioning or an anxious outpouring of un- 
sought information that is more confusing, even if accu- 
rate, than reassuring. He never encouraged exhibitionistic 
displays of nudity around the home, knowing that too 
much of this only increased children’s anxiety. 


MALIGNANT SEQUELAE OF FRUSTRATIONS 


The degree to which “freedom” is practiced in the best 
of families is remarkable. Mothers who, under the guise 
of motherliness, take to bed with them male children who 
are well beyond infancy or even into adolescence, or 
fathers whose caresses of adolescent daughters slightly 
exceed paternal affection, store up grapes of wrath in the 
child. On the one hand is permissiveness from the ulti- 
mate source of permission, the parent, and on the other 
hand is frustration, born of parental guilt, for not stopping 
before the beginning. 

The sequelae flowing from such combined permission 
and frustration are as predictable as those from the ad- 
ministration of thyroid hormone to a normal person. 
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Adolescents in such a dilemma may (1) regress to a more 
childish perverse sexual outlet, such as exhibitionism, 
homosexuality, or fetishism, (2) develop a malignant 
neurosis, (3) disintegrate into a psychosis of suicidal or 
homocidal content, (4) give vent to volcanic rage, sexu- 
ally colored, in sexual violence against women, or (5) 
enact murderous violence against the parent, usually son 
against mother. Again, there is no dearth of illustrations. 

In one case, a mother came to us complaining that her 
16-year-old son had recurrent “wild fears he might kill 
her’ and that recently he had become exceedingly obese. 
Glibly at first, then with anxiety and guilt, the mother 
characterized the son as “his mother’s boy,” who liked to 
lie abed with her. Oblique inferences to his lack of friends 
elicited the response, “Mom is my girl.” His ultimate 
eflort was a regression toward an earlier developmental 
level, eating enormously, but without success in blanket- 
ing the rage engendered from permission and prohibition. 
The frightening urge to kill brought mother and son to 
treatment. 

Too often the case ends in a state hospital or a news- 
paper headline. Nothing is mysterious about the cause of 
sexual crimes when we have a chance to study the parents 
of the offender. 


MANAGEMENT OF DELINQUENCY 

The evidence for the propositions expounded here, or, 
more properly, illustration of the facts recounted, lies at 
hand in every case of antisocial behavior in the group of 
persons under consideration. But this evidence must be 
sought with diligence, gentle persistence, and skill, usu- 
ally by two therapists collaborating closely. Only the 
experienced observer will detect the clues and pursue 
them with such oblique and subtle questioning as will 
yield the truth. Direct questioning is fruitless. Unearthing 
of parental sanction for antisocial behavior in children is 
one of the most formidable challenges that confront 
psychiatrists. 

Treatment of the parent is fraught with difficulty. If 
the parent has provided conscious sanction of the child’s 
delinquency, treatment is usually impossible. If the 
parental role was unconscious, the uncovering of the 
parent’s problems is a miserable or hazardous ordeal, and 
at times the therapy requires hospitalization. 

Since parental sanction of antisocial behavior is usually 
unconscious, it is legitimate to question whether wide- 
spread lay knowledge of the role of parents in delin- 
quency promises to limit the phenomenon. The thesis 
would appear to be defensible that the mischief perpe- 
trated by the poorly integrated parents under consider- 
ation might well be curbed if it were generally conceded 
that delinquent behaviér may not, without searching 
scrutiny, be ascribed to heredity, “bad companions,” poor 
schools, or divorce. The poorly inhibited antisocial im- 
pulses of adults may not then so readily find expression in 
the encouragement of scapegoats. It is true that such 
adults would then become neurotic, evidencing emotional 
conflicts in which conscience has prohibited direct ex- 
pression of an urge to antisocial action. Troublesome as 
such neuroses may be, in the form of phobias, compul- 
sions, conversions, or a hundred other neurotic expres- 
sions, they are preferable to antisocial behavior, with its 
threat of perpetuation through generations. In most in- 
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stances, a neurosis, with conscience holding the fort, is 
more amenable to therapy than delinquency, in which 
the conscience is too weak or in abeyance. The therapist 
apportions no blame but prefers to interpose a barrier of 
understanding that would divert conflicts of parents to- 
ward individual neuroses rather than toward vicarious 
gratifications through the misbehavior of children. 


SUMMARY 


We have assimilated material from more than a decade 
of research and collaboration dealing with the cause of 
antisocial behavior in “good” families. The same cause is 
involved in the delinquent and in the psychopath, who is 
just a delinquent grown older. Of course, the more private 
family delinquencies in some instances may overlap the 
sociologic or gang antisocial behavior. By means of simul- 
taneous psychotherapy of the parents and the child, we 
observed that the parents unwittingly condone and foster 
the child’s living out the parents’ own poorly inhibited 
antisocial impulses, so that the parents may achieve 
vicarious gratification. This obtains for stealing, recurrent 
fire-setting, sexual destructiveness, vandalism, and seri- 
ous recurrent criminal behavior. A defect in conscience 
is permitted to develop in the child by the parents so that 
the parents unconsciously can achieve pleasure by per- 
mitting the child to misbehave seriously. The frequent 
parental hostile destructiveness toward the child who is 
the scapegoat and the unique significance of the choice 
of this particular child as scapegoat always can be dis- 
covered by thorough study of the parents. 

A multiplicity of variables of mixed quality and quan- 
tity enters into the family rearing of any child, but the 
specific stimulus for the actual living out of a child’s anti- 
social behavior is the unconscious, less often conscious, 
sanction from the parent. This specific behavior of the 
child is traceable to a specific defect in the parents’ own 
conscience or integration in this area of behavior. It is 
advocated that there be a disseminated knowledge of 
these origins of delinquency, aimed at the erection of 
parental conscience barriers against the fostering of 
vicarious misbehavior, since such behavior may be trans- 
mitted from generation to generation through interper- 
sonal living. Individual neuroses that may result, regard- 
less of their severity, are more amenable to treatment 
than is the delinquency complex. 


626 Sth St. S. W. (Dr. Johnson). 





Cross Resistance to Antibiotics—The selection of alternative 
choices of therapy should be guided by the information con- 
tributed by cross resistance studies. Aureomycin would prob- 
ably not be selected as alternative to terramycin, or vice versa, 
in refractory conditions due to resistance. In some bacterial 
genera and species, organisms resistant to aureomycin and/or 
terramycin are also resistant to chloramphenicol. Organisms 
resistant to viomycin and neomycin may be resistant simul- 
taneously to streptomycin. Carbomycin would probably prove 
ineffective against erythromycin-resistant organisms, or vice 
versa. Among organisms which were resistant to aureomycin 
and terramycin, exposure to erythromycin produced a re- 
sistance to penicillin in experimental studies. With the prob- 
lems of resistance and cross resistance so apparent, the in 
vitro antibiotic sensitivity test should be done on certain 
micro-organisms.—M. H. Fusillo, B.S., and Col. D. M. Kuhns, 
(MC), Cross Resistance of Bacteria to Antibiotics, U. S. Armed 
Forces Medical Journal, November, 1953. 
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IN HEMOLYTIC ANEMIA 
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and 
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The purpose of this paper is to report three groups of 
observations, dealing with the serologic diagnosis, the 
pathogenesis, and the serologic changes resulting from 
hormonal therapy of so-called autoimmune hemolytic 
anemia. The unique feature of this type of acquired he- 
molytic anemia is that patients afflicted with it produce 
antibodies or antibody-like substances capable of react- 
ing with their own red blood cells. This is not in accord 
with the old dictum that an individual does not produce 
antibodies against antigens of his own tissues. Exceptions 
from this rule in the form of hemolysins reacting with the 
host’s own erythrocytes in patients with hemolytic ane- 
mia have been reported early in the century.' These early 
observations could not be reproduced, except in isolated 
instances, for over 30 years, until it was found that the 
antibodies in question are “incomplete,” by which is 
meant that they require special conditions to become 
manifest, such as the presence of protein rich or other 
macromolecular diluents (for example, bovine albumin 
or human serum) or highly sensitive enzyme-treated red 
blood cells or use of a technique known as the antiglobu- 
lin or Coombs test. Since these techniques have been 
applied, autoantibodies have been found in large num- 
bers of acquired idiopathic and symptomatic hemolytic 
anemias. The practical application of these recent devel- 
opments is that the presence of autoantibodies expressed 
as a positive direct antiglobulin test or Coombs test is 
recognized as a significant finding in support of the diag- 
nosis of acquired hemolytic anemia. 


SEROLOGIC DIAGNOSIS 


Autoantibodies in acquired hemolytic anemia are 
found in two forms. They are attached to erythrocytes 
and are known as cell-bound autoantibodies. Chemically, 
they are globulins as are all antibodies. They can be de- 
tected by adding, to red blood cell suspensions, antihu- 
man globulin immune serum produced in rabbits injected 
with human globulin. This is the so-called direct Coombs 
test or antiglobulin test. Evans and Duane? described a 
technique permitting approximate quantitative estima- 
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tion of the titer of the direct Coombs test. Autoantibodies 
are found also as free antibodies in the plasma and serum 
of patients with this type of anemia. They are detected by 
mixing the patient’s serum with his own red blood cells. 
with cells of the same blood group as his, or with cells of 
group O. In the technique employed here, the red blood 
cells were suspended in a 30% solution of bovine alby- 
min, and the patient’s serum was diluted progressively 
with serum of group AB, which lacks isoagglutinins. Sa- 
line as diluent for the serum and as suspending medium 
for the red blood cells is not suitable for demonstration of 
incomplete antibodies, but it is used as a preliminary Step 
to the so-called indirect Coombs test for detection of free 
autoantibodies. In this latter test, saline suspensions of 
red blood cells are added to saline dilutions of serum, 
After incubation, which does not lead to a visible reac- 
tion, antiglobulin serum is introduced to bring out the 
coating of the red blood cells with antibodies. 

In the third technique, enzyme-treated red blood cells 
are used. This makes the cells extremely sensitive to anti- 
body action. (For details of tests and other technical pro- 
cedures referred to in this paper, see footnote 4.) In 
most instances, cell-bound and free autoantibodies are 
found simultaneously. When only one is present, it is 
most frequently the cell-bound variety, which gives the 
positive direct Coombs test. Less frequently the opposite 
is true; only free autoantibodies are found. The latter 
may have special significance and will be discussed later. 
There is no reason to assume that cell-bound or fixed 
antibodies and free or circulating antibodies are different 
from each other. Actually, there is evidence in support of 
the conception that, as a rule, autoantibodies attach 
themselves, at first avidly to erythrocytes and appear as 
free antibodies in the plasma only after the red blood 
cells have become saturated with them. In other words, 
according to this conception, free antibodies constitute 
an overflow. 

The following observations can be cited in support of 
this idea: Red blood cells giving a positive Coombs test 
cannot be made to absorb significant amounts of free 
autoantibodies from the serum; autoantibodies can be 
eluted from Coombs-positive red blood cells with proper 
techniques; absence or low titers of free autoantibodies 
are found most frequently together with low titers of the 
direct Coombs test; and finally, cells with high-titered di- 
rect Coombs tests are more frequently found in bloods 
with free autoantibodies and rarely in bloods without 
such antibodies. 

Occasionally, free autoantibodies may be present in 
bloods with negative direct Coombs tests. In our series 
of 38 patients in whom autoantibodies were studied, 5 
(or 13%) had a negative direct Coombs test, whereas 
one-third of patients with the positive direct Coombs test 
had no detectable autoantibodies (table 1). Examples of 
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cases of the former variety and the explanations of at least 
some of them will be discussed later. Judging from reports 
inthe literature, tests for autoantibodies in hemolytic ane- 
mia are frequently limited to the direct Coombs tests. 
Tests for free autoantibodies are reported less frequently. 
The lack of interest in free antibodies is in accord with 
the prevalent opinion that tests for free antibodies have 
nothing to offer in line of diagnosis not already provided 
by the Coombs test. In the light of the preceding discus- 
sion, tests for free autoantibodies may be of value in 


TABLE 1.—Relation Between Cell-Bound and Free 
Autoantibodies in Hemolytic Anemia 


Autoagglutinins 
No.of - Armen ——, 
Positive Positive Negative 
Coombs -— —$—{. -——_-— 
Type of Anemia No. % No. % 
quired idiopathic 35 24 69 ll 31 


Acquired symptomatic 2 14 67 7 33 


Cases of Coombs Test 
Positive — SF 
Auto- Positive Negative 
anti- —_— OOF -— 
Type of Anemia bodies No. % No. % 


Acquired idiopathic 2 22 92 2 
Acquired symptomatic 11 79 3 21 


three ways. In the first place, 13% of cases of autoim- 
mune hemolytic anemia in our series of 38 would not 
have been diagnosed serologically with the direct Coombs 
test alone (table 1). To attribute it entirely to technical 
pitfalls of the Coombs test is not in accord with our ex- 
perience. To guard against technical sources of error in- 
herent in the Coombs test, all possible precautions and 
suitable controls were included. The patients in whom 
free antibodies were discovered although the results of 
the direct Coombs test were negative fall into two groups: 
(1) those who had received corticotropin or cortisone 
therapy before they were first tested and (2) those whose 
tests revealed low titers of autoagglutinins, frequently de- 
tectable with only one of the three techniques used. The 
explanation, in our opinion, rests on the use of highly 
sensitive methods of antibody detection. 

The second argument favoring inclusion of tests for 
free autoantibodies in the study of patients with hemo- 
lytic anemia is that they may be of value as an indication 
of the potency of antibody production. In other words, 
their presence and titer may add to the information fur- 
nished by the Coombs test. Thirdly, there are also tech- 
nical reasons in favor of testing for free antibodies. The 
Coombs test has its limitations inherent in its complexity 
and especially in the difficulty of standardization of the 
reagent, the antiglobulin serum. That difficulty does not 
apply to most of the techniques used for testing for free 
antibodies. Furthermore, serum can be stored in the re- 
frigerator for future comparative tests used in following 
up antibody levels. Red blood cells of the patient, the 
substrate for the direct Coombs test, do not lend them- 
selves for such control studies beyond a very limited pe- 
riod, at most a week to 10 days. According to an interest- 
ing observation first reported by Dameshek * and more 
recently confirmed and expanded by one of us (I. D.) 
with Oyamada,‘ in some patients free autoantibodies re- 
act Only with the patient’s own red blood cells, while in 
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others, who constitute the majority of cases, the antibod- 
ies react not only with the patient’s own erythrocytes but 
also with red blood cells of other persons, including those 
of the normally inagglutinable blood group O. This ob- 
servation may or may not have direct practical signifi- 
cance currently, but it bears watching and deserves fur- 
ther study by gathering more data. 


OBSERVATIONS RELATING TO THE PATHOGENESIS 
OF HEMOLYTIC ANEMIA 

The question of the relation between autoantibodies 
and the hemolytic process has been the subject of much 
discussion: Is there a cause and effect relationship be- 
tween the two or are they merely associated phenomena? 
A case like the one recorded in table 2 illustrates point- 
edly the justification for the preceding question. A direct 
Coombs test made on a 37-year-old woman (blood type 
A Rh, Rhz [CDE], serologic pattern -+- —-, later + +-) 
with acquired idiopathic hemolytic anemia resulted in a 
strongly positive response, and free autoantibodies were 
present. Prior to splenectomy, the patient received 25 pt. 
of blood, and corticotropin and cortisone were adminis- 
tered. After surgery, the anemic condition improved with- 
out further therapy and has remained improved for at 
least a year. In spite of the patient’s clinical improvement 
and the apparent cessation of the hemolytic process, the 


TABLE 2.—Autoantibodies and Hemolytic Process 


Titer of Autoagglutinins 
at 37C 


Test, Titer 

Red Blood Cells 

Diluent, Serum- 
Treated 

(Millions) 

Hemoglobin, Gm. 


- 


~ Direct Coombs 
— Red Blood Cells 


— RBC 


1:16 
Neg. 


> & with Papain 


Z 
H 


oa 


noend point* no end point 
1:4 1:2 
Splenectomy 
1:2048 Own no end point no end point 
Type 1:2 1:4 
1:1024 Own no end point no end point 
Type 1:4 1:8 
12/ 9/53 1:128 Own no end point no end point 3.5 11.0 
Type O 1:4 1:8 
* The red blood cells of the patient were clumped in normal AB serum, 
in 30% bovine albumin solution, and, in the test in which red blood cells 
were treated with papain, in the controls without the patient’s serum. 
This explains why no end point could be reached in the titration with the 
patient's serum. 


titer of the direct Coombs test remained high, and the 
amount of free antibodies remained unchanged. It is not 
surprising that cases like the one described invite the con- 
clusion that autoantibodies are not the cause of the hemo- 
lytic process. Actually, one could arrive at a different 
conclusion, namely, that the antibodies are only one link : 
in the chain that is responsible for hemolysis. It may be 
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that autoantibodies are preparing the cells for the de- 
struction by the spleen and by other tissues with similar 
function. Removal of the spleen eliminates the site where 
the major job of destruction of damaged red cells takes 
place. This inference would be supported by evidence 
showing that red blood cells that give a positive Coombs 
test are functionally inferior to Coombs test-negative red 
blood cells. 

Evans and Duane ®” studied susceptibility to hemolysis 
in hypotonic solutions of red blood cells of patients with 


TaBLE 3.—Effect of Corticotropin on Cell-Bound Auto- 
antibodies (Coombs Test) in Hemolytic Anemia 


Titer of Autoagglutinins 


at 37C 
' ie Deas a 
Direct RBO 
Coombs Diluent, Treated 
Test, Red Blood Serum- with 
Date Titer Cells Albumin Papain 
12/18/52 1:64 Own no end point * 1:16 
Type O 1:4 1:16 
2/19/53 1:1 Own no end point * 1:4 
Type O 1:8 1:4 
3/10/53 Neg. Own 1:128 1:4 
Type O 1:8 1:2 





* The red blood cells of the patient were clumped in normal AB serum 
and in 30% bovine albumin solution in the controls without the patient’s 
serum; therefore, no end point could be reached in the titration with the 
patient’s serum. 


autoimmune hemolytic anemia. No consistent relation- 
ship between increased fragility of the cells and severity 
of the hemolytic process was demonstrated. Gardner ° 
reported significantly increased osmotic fragility in three 
patients withidiopathic acquired hemolytic anemia. These 
and other investigations present a strong argument in 
favor of an etiological relationship between autoantibod- 
ies and hemolysis. 

We undertook to investigate further the resistance of 
red blood cells of patients with autoimmune hemolytic 
anemia to various damaging influences. Thus far, only 
preliminary pilot experiments have been completed. They 
are admittedly crude in execution but are interesting in 
that they point in the same general direction. More re- 
fined techniques are being applied and will be reported 
later. The preliminary studies included the use of hypo- 
tonic solutions of sodium chloride and the effect of low 
and high temperatures. Distilled water was added to 
whole blood with a positive Coombs test and to 50% 
suspensions of Coombs-positive red blood cells in AB 
serum and in saline. Two patients with idiopathic hemo- 
lytic anemia and with Coombs titers of 1:32 and 1:64 
showed lessened resistance to hypotonic sodium chloride 
solutions. Two patients with symptomatic hemolytic 
anemia who showed no changes in resistance to hypo- 
tonic saline had Coombs titers of 1:8. Artificially sensi- 
tized type O, Rh-positive cells, with Coombs titers of 
1:32, showed no significant lessening of resistance in 
hypotonic solutions of saline. The results were identical 
in all suspension mediums. 
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In another experiment, 50% suspension of red blood 
cells in the plasma of the same person, in AB serum, and 
in saline were incubated at from 2 to 5 C. Red blood cells 
of four out of five patients with acquired hemolytic 
anemia and with a positive Coombs test showed moderate 
to marked hemolysis after prolonged icebox incubation, 
Cold agglutinins were not responsible for the increased 
sensitivity to low temperature. Normal controls and 
Coombs test-positive red blood cells of a newborn infant 
with fetal erythroblastosis and cells artificially sensitized 
with anti-Rho serum showed no hemolysis under the 
same experimental conditions. There was no difference 
depending on the suspension medium used. In other ex- 
periments, red blood cell suspensions were subjected to 
temperatures of 56 C and 60 C. The differences in the 
hemolysis observed in blood of patients with autoimmune 
hemolytic anemia and of controls were not sufficiently 
consistent in the preliminary tests. The preceding ex- 
periments show that, at least in some cases, a positive 
Coombs test and a lessened resistance to certain damag- 
ing influences go hand in hand. It is reasonable to con- 
clude that autoantibodies are at least partly responsible 
for the excessive hemolysis in acquired hemolytic anemia. 
However, it should be mentioned that spherocytosis, 
which may be present in acquired hemolytic anemia, 
may by itself or in conjunction with other factors be re- 
sponsible for the described manifestations of lessened 
resistance. 


SEROLOGIC CHANGES RESULTING FROM 
HORMONAL THERAPY 

The effect of corticotropin and cortisone on anti- 
bodies has been the subject of much recent discussion. 
Gardner reported a sharp decrease in the Coombs titer 
in patients with autoimmune hemolytic anemia follow- 
ing cortisone therapy.° The question most frequently 
posed is: Do these substances inhibit or depress anti- 
body production or do they interfere with the union of 
the antigen with the antibody? The answer to this ques- 
tion is of more than academic interest. Autoimmune 
hemolytic anemia offers an excellent opportunity for the 
study of this problem, because cell-bound and free cir- 
culating antibodies are present simultaneously in this 
condition. 

Table 3 gives the results of therapy with corticotropin, 
20-40 mg. administered daily to a male patient, 55 years 
old, of blood type B Rh, (CDe). The patient had chronic 
lymphatic leukemia with autoimmune acquired hemo- 
lytic anemia. After 66 days, the direct Coombs test re- 
sults dropped from titers of 1:64 to 1:1 and later became 
negative, whereas the titers of free antibodies went down 
gradually but did not disappear entirely. A second pa- 
tient (table 4), a 22-year-old woman of blood type A Rh; 
(CDe), with acquired hemolytic anemia possibly due 
to the toxic effect of chloramphenicol, received a month 
of intensive therapy with cortisone (1,500 mg.). The red 
blood cells numbered 2,500,000; the hemoglobin level 
was 8.8 gm. per 100 cc. (oxyhemoglobin photoelectric 
colorimetric method); and the serologic pattern was 
+ ——prior to testing. After the therapy, the Coombs test 
result was barely detectable and similarly low were the 
titers of free autoantibodies. Two weeks later the Coombs 
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test was negative, but the free autoantibodies were still 
detectable; after two more weeks the Coombs test was 
still negative, and the free autoantibodies had disap- 
peared. In this case again, the direct Coombs test became 
negative before the disappearance of the free autoanti- 
bodies. 

In several other patients, administration of cortico- 
tropin or cortisone had a similar effect on the Coombs 
test. This result suggests that, at least in hemolytic ane- 
mia, these hormonal substances influence the union of 
the antigen with the antibody before the antibody produc- 
tion is aflected. Doing only a Coombs test on the cells of 
patients with hemolytic anemia who received steroid 
therapy may lead to the false conclusion that no auto- 
antibodies are present, when, actually, free autoanti- 
bodies are still there. It is possible that some statements 
in the literature to the effect that autoantibodies have dis- 
appeared after hormonal therapy are explained in the 
light of observations just reported. 


TABLE 4.—Effect of Cortisone on Coombs Test (Cell-Bound 
Autoantibodies) and Free Autoantibodies 
Titer of 


Autoagglutinins* 
at37C 


Indirect 
Direct Coombs Test 
Coombs Red Blood with Papain- 
Date Test, Titer Cells Treated RBO 
2/27/53 aa 7 Own 1:8 
Type A " 
Type O } Neg. 
3/11/53 Neg. Own 1:32 
Type A ais 
Type O } Neg. 
8/28/53 Neg. Own Neg. 
Type A hoes 
Type O } Neg. 


* Test for autoagglutinins with the techniques employing serum-albumin 
diluent and papain-treated red blood cells were negative throughout the 
entire period of observation. 

t Very weak test obtained with special sensitive technique: 1 drop of 
10% suspension of patient’s red blood cells treated with papain plus 
4 drops of Coombs serum. Negative after usual 30 minute incubation at 
37 C but positive after 2 hours. 


COMMENT 

The foregoing observations suggest that free circu- 
lating autoantibodies may be the overflow remaining 
after the red blood cells have first absorbed whatever 
amount they can hold in the particular case. One of us 
(I. D.) has reported previously * varying reactivity of 
free autoantibodies depending upon the source of cells 
used in the test (patient’s own, celis of the same group 
as the patient, or cells of group O). In some instances 
only the person’s own red blood cells were clumped and 
not other cells. In other cases the reaction with the pa- 
tient’s own cells was present in higher dilutions than 
with the other cells. In others again, all red blood cells 
were clumped to the same degree. The reason for these 
differences is not known, except that specificity of the 
antibody and the sensitivity of the particular cells may 
be involved. The increased agglutinability of the pa- 
tient’s own red blood cells may be explained by the ad- 
ditive effect of the free antibodies and the antibodies 
already attached to the red blood cells. The red blood 
cells giving a positive Coombs test have shown, at least 
in some cases, evidence of lesser resistance to high and 
low temperatures and in hypotonic solutions of sodium 
chloride. This may create a handicap just sufficient to 
facilitate excessive hemolysis when such red blood cells 
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are exposed to the damaging influences of a hyperactive 
spleen. Cortisone and corticotropin had a more pro- 
nounced inhibitory influence on the union of the antigen 
with the antibody than on antibody production in several 
cases of autoimmune hemolytic anemia. 


SUMMARY AND CONCLUSIONS 


The direct Coombs test and the test for free autoanti- 
bodies are both recommended for the study of auto- 
antibodies in hemolytic anemia. Dependence on the 
Coombs test alone may lead to false negative results, be- 
cause, under various conditions, notably after cortico- 
tropin and cortisone therapy, the Coombs test may be- 
come negative, whereas the free antoantibodies may 
remain in the circulating blood at the same or at the re- 
duced levels. Technical reasons also recommend testing 
for free autoantibodies but only as an additional test and 
never to the exclusion of the Coombs test. In some in- 
stances Coombs test-positive red blood cells showed les- 
sened resistance to certain damaging influences. This 
favors the view that there is a cause and effect relation 
between autoantibodies and the hemolytic process. Cor- 
ticotropin and cortisone therapy seemed to inhibit the 
binding of the antibody by the antigen. The influence 
upon the free antibodies was less pronounced. 
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An Even Keel in Orthopedics——More than half the boys leav- 
ing public schools have lost their tonsils, and as many as four 
in five their foreskins. One wonders how many have been sub- 
jected to wedged shoes and so-called remedial exercises: cer- 
tainly a very large number. . . . A child who intoes because 
of tibial torsion counteracts this by flattening his feet. If 
valgus wedges are prescribed he will intoe even more and 
will probably be taken elsewhere. None can cavil at correc- 
tion of valgus feet in a child with knock-knees, but any wedge 
is too great that throws the foot into varus; nothing en- 
courages knock-knee so much as pes varus. Normal children 
go through a phase of knock-knee, which soon disappears if 
they are lucky enough to avoid treatment; if, on the other 
hand, they have to contend with a man-made pes varus, they 
usually still get well, but much more slowly. . . . When I was 
a child our nannies made us turn our toes out; nowadays our 
physiotherapists would make us walk on the outer sides of 
our feet: better nanny’s valgus than physio’s varus. Another 
very bad custom among many physiotherapists is the passive 
stretching of tight posterior calf muscles, which must respond 
by becoming tighter still; physiological relaxation is promoted 
by active dorsiflexion without pronation. . . . Misuse of rest 
now provides a less abundant harvest for the bonesetter than 
it did. But it is still one cause of porotic bones, damaged 
growth plates, and stiff joints. Splinting paralysed parts did 
not stiffen joints when these were put daily through their full 
range of movement subject to the dictates of pain. It was the 
misuse of splints, and an exaggerated campaign against pas- 
sive movements in all circumstances, that produced the stiff- 
ened joints in paralysed limbs. Against these bad results of 
bad treatment there arose a worse reaction. Painful limbs in 
the active stage of poliomyelitis were moved, not with re- 
straint, but forcibly and mercilessly with a violence that tor- 
tured patients, promoted spasm in still active muscle and even 
caused myositis ossificans. . . . The strengthening effect of 
muscle reeducation has obscured its other principal effect— 
the physiological promotion of relaxation in unparalysed 
opponents. This can be encouraged before any power has re- 
turned to the paralysed muscles if the patient makes early 
attempts to contract them. Active exercise, the basis of physio- 
therapy, must be tempered with wisdom.—H. J. Burrows, 
M.D., Proceedings of the Royal Society of Medicine, October, 
1953. 
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OF PELVIC EXPANSION 


Arthur Weinberg, M.D., Far Rockaway, N. Y. 


It has long been recognized that the usual obstetric 
patient will deliver her second and third babies with 
greater ease and with shorter labor than her first. This is 
true even though customarily the birth weight of each 
succeeding child shows a slight increase over that of its 
predecessor. The decrease in dystocia in each succeed- 
ing delivery has in the past been attributed to the dilata- 
tion and lacerations of the soft parts of the birth canal, 
the lower uterine segment, cervix, vagina, and perineum. 
On this basis one would expect all multiparous deliveries, 
without positional dystocia, to be easier, provided the 
contractions are efficient and the increase in the size of 
the baby not excessive. However, an appreciable per- 
centage of primiparous and multiparous second stage 
labors resemble each other closely. It is, therefore, neces- 
sary to consider that other factors may be responsible for 
inconsistent prognostications of multiparous deliveries. 

Heretofore the incidence, degree, and clinical sig- 
nificance of pelvic expansion during pregnancy and labor 
have never been accurately estimated. Allen * has noted 
that the usefulness of pelvimetry at the midplane level 
is limited, owing to the physiological increases in the 
diameters possible during labor. Moir and others * have 
stated that, if pelvic measurements are inadequate in 
the cavity or outlet only, some 25% of easy deliveries 
may occur, especially in multiparas, because of pelvic 
expansion. Allen has further remarked that at the mid- 
plane the difficulties of deciding whether vaginal delivery 
is possible are even greater than at the inlet. “This is 
partly because of greater moulding of the skull and partly 
because the diameters at these lower levels are capable 
of physiological increase during labor.” Stander (1945), 
for example, considers that an exaggerated Sims posi- 
tion will increase the posterior sagittal diameter of Klein 
at the outlet by an average of 7.5 mm. and occasionally 
by as much as 40 mm. Morris (1947) drew attention to 
the possibility of dislocations and fractures occurring in 
the region of the sacrococcygeal joint. Marked widening 
of the symphysis has been reported. 

In previous investigations on the subject,® the symphys- 
eal spread and the sacroiliac joints were measured in 
nulliparas, primiparas, and multiparas. Regarding the 
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pubic articulation, the symphysis regularly undergoes 
relaxation with an average increase in width of 3 to 
4 mm., there being no essential difference in primiparas 
and multiparas. The most striking finding has been the 
tremendous variation in symphyseal spread of differen; 
persons. The maximum was 30 mm. and the minimum 
3 mm. Relaxation begins in the first half of pregnancy. 
progresses until the last two months, and is affected jp 
varying degrees by parturition. Retrogression begins im- 
mediately after delivery and is usually complete in four 
months. Abnormal separation of the symphysis pubis 
sufficient to be considered pathological separation has 
occurred in 25% of the cases. 

In no previous study have the effects of symphyseal 
spread, subluxation of the sacroiliac joints, or other fac- 
tors been considered as factors in pelvic expansion. Ex- 
pansion at the midpelvis has been assumed by Moir 
and others but has never been accurately estimated. 

The question of whether the true bony pelvis under- 
goes significant expansion before or during labor is cer- 
tainly more important than how much molding a head 
can safely undergo, since pelvic expansion is always safe, 
whereas molding may be dangerous. By studying 17] 
pregnant patients who had x-ray pelvimetry by the same 
technique 10 days before term of two or more preg- 
nancies, it has been possible to estimate the degree and 
frequency of pelvic expansion during pregnancy and 
labor and to estimate its clinical significance. 


EFFECT OF SUCCESSIVE PREGNANCIES ON 
PELVIC INLET 


Coronal Diameter (Greatest Transverse of Inlet).—In 
150 women of whom films were made at the end of the 
first two pregnancies, the average increase in the greatest 
transverse of the inlet was 3.4 mm. This is significant 
clinically, for even in extreme degrees of molding it 
is doubtful that more than a 3 mm. reduction in any 
diameter is achieved. If the average transverse diameter 
of this inlet is 135 mm., this expansion is about 2.5%. 
In 43 women who were studied at term of the second and 
third pregnancy, the average increase was less, 2.5 mm. 
or almost 2%. The largest increase was 10 mm. Eighteen 
per cent showed no expansion after the first delivery, 
and 28% showed none after the second delivery. 

In consideration of the accepted limits of accuracy of 
x-ray pelvimetry, the degree of molding that can be 
safely allowed, and, because a change of 5 mm. represents 
4% of the 15% clearance allowed by Mengert * in his 
estimations of dystocia, it was decided to consider any 
change of 5 mm. or more as significant. This amount 
of expansion occurred in 52 of 150 cases, or 34% of 
patients studied at term of the first and second preg- 
nancy, and in 9 of 43 cases, or 21% of those studied at 
term of the second and third pregnancy. Of the 23 pa- 
tients in whom films of the pelvis were made at term of 
the first, second, and third pregnancy, 59% showed 
greater expansion of the transverse inlet diameter be- 
tween the first and second delivery and 32% greater 
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expansion between the second and third delivery. In only 
two of the seven cases in which there was more increase 
between the second and third delivery was there evident 
cause for the expansion, such as a much larger baby or 
q difficult delivery. Four per cent increased the same 
amount in each gestation, and 4% showed no change 
after either delivery. 

In 50% of these cases there was an increase in the 
transverse inlet diameter in each pregnancy. In 23% 
there was an increase after the initial delivery only, and 
in 14% only after the multiparous delivery. 


Sagittal Diameter (True Conjugate).—There was no 
consistent or significant change in the true conjugate or 
the anteroposterior diameter of the inlet. Any change in 
the capacity of the pelvic inlet, therefore, is due to an 
increase in the coronal diameters. The increase is re- 
flected as an increase in area, only proportional to the 
linear increase of the transverse diameter involved. 


MIDPELVIS 


In considering the change between nulliparous and 
primiparous patients at term, the average increase of the 
interspinous diameter in 144 cases was 3.7 mm. The 
average increase in the interspinous diameter that oc- 
curred between the second and third delivery was 2.8 
mm. The largest change was 16 mm. In 10%, the in- 
crease was 10 mm. or more. One patient in each group 
showed a 1 cm. decrease without evident clinical cause. 

It is accepted that 10.5 cm. is the average interspinous 
diameter. The margin of clearance at this level is much 
less than at the inlet, and, therefore, a 0.5 or 1 cm. in- 
crease is certainly significant. An increase of 1 cm. is 
about 10% and is two-thirds of Mengert’s 15% varia- 
tion allowed for estimation of midpelvic dystocia. An 
increase of 1 cm. in some cases of contracted midpelvis 
would raise the midpelvic index above 13.5 and could 
explain successful delivery with a smaller index. 

Of the 23 patients on whom x-ray pelvimetry was per- 
formed in three successive pregnancies at term, the inter- 
spinous diameter in 52% increased more between the 
first and second pregnancy than between the second and 
third. In 26%, the reverse was true. In 4%, the increase 
was equally distributed, and, in 18%, there was no in- 
crease involved in any pregnancy. 

In the same series, 35% showed an increase in the 
interspinous diameter after both pregnancies, 30% 
showed an increase only after the first pregnancy and 
18% only after the second pregnancy. In 17% there 
was no increase after either delivery 

Sagittal Diameter of the Midpelvis——There was no 
definite increase in the anteroposterior diameter or its 
posterior sagittal component at the midpelvis. Any in- 
crease in midpelvic capacity in successive pregnancies 
would, therefore, be due to the linear expansion of the 
interspinous diameter. 


SEPARATION OF SYMPHYSIS 
Pathological or excessive symphyseal spread—five or 
six times the prepregnant distance—occurred in 4 of 
the 171 patients studied, an incidence of 2.4%. When it 
occurs, coronal measurements at all levels of the pelvis 
are enlarged. At the inlet, the transverse diameter was 
increased from 6 to 9% and the interspinous diameter 
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of the midpelvis from 3 to 8%. Since the spread between 
ample and contracted pelvis is only 15%, these figures 
for pelvic expansion in conjunction with symphyseal 
spread are significant. The pelvic expansion in conjunc- 
tion with symphyseal spread for one patient was: 

Gravida 1 Gravida2 Gravida 3 Increase 
Transverse of Inlet, Cm...... sais 15.2 15.6 16.6 9.2 


Emterapimees, Cliiccciciccceccéesc 13.0 13.2 14.0 78 
ee 0.6 1.5 3.0 500.0 


COMMENT 

I believe that coronal expansion of the pelvic inlet has 
been demonstrated in the great majority of pregnancies 
and to a significant degree in about one-third of the cases. 
These questions remain to be answered. Does the ex- 
pansion occur during pregnancy, labor, or delivery? The 
expansion occurs mostly during pregnancy, but also to 
some extent during labor and delivery. What are the 
factors that determine whether expansion will occur? 
This study showed that the degree of expansion is not 
dependent on the age of the patient, the weight of the 
baby, or the difficulty of delivery. The only factor that 
was significant was that the incidence and degree of ex- 
pansion was more pronounced in primiparas than in 
multiparas. Is the expansion permanent? The pelvic ex- 
pansion is permanent, except when it is accompanied by 
pathological symphyseal spread, in which case coronal 
contraction occurs simultaneously with the reduction of 
the separation of the symphysis in the late puerperium 
(six months). 

Can we rely on expansion in a clinical sense? Many 
yardsticks have been applied to the radiological estima- 
tion of pelvic capacity, but they all have the disadvantage 
that in a small percentage of cases relatively easy de- 
liveries may occur with a pelvis with dimensions that 
lie in the dystocia range.® This has led some investiga- 
tors © to discredit the establishment of criteria for dys- 
tocia and instead to substitute a trial of labor. Because 
of the pelvic expansion that occurs in the majority of 
cases during pregnancy and labor, it would be wise to 
reevaluate the standards for dystocia. Since the criteria 
were established not arbitrarily, but by the results of 
experience, and in view of the fact that not all pelves 
expand during pregnancy and parturition, I suggest 
that, in cases in which the dimensions are within 5 to 
10% of the lower limits of eutocia, a trial of labor is 
justified both in primiparas and multiparas. In the ma- 
jority of cases, moderate expansion of the pelvis is ex- 
pected in successive pregnancies and to a limited extent 
in the current pregnancy and parturition. 


SUMMARY AND CONCLUSIONS 


Significant pelvic expansion occurs in about one-third 
of all pregnancies. The expansion is permanent, except 
when accompanied by pathological symphyseal spread. 
Since the conditions under which expansion occurs are 
inconstant, a trial of labor is recommended if the dimen- 
sions are within 5 to 10% of the eutocia levels at the inlet 
and midpelvis in both primiparas and multiparas. 


1462 Greenport Rd. (91). 
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THE CONTRACTED OUTLET 


D. Frank Kaltreider, M.D., Baltimore 


The recognition of contraction of the pelvic outlet 
is almost as old as the recognition of the contracted inlet. 
Williams ' cites reports by Deventer, de la Motte, and 
Smellie of isolated cases of outlet contractions. Breisky,’ 
in 1870 recommended the examination of the intertu- 
berous diameter and invented a pelvimeter to measure 
it. Klien * measured the posterior sagittal diameter of the 
outlet and made the statement that if the intertuberous 
diameter were 8.5 cm., it would be necessary for the 
posterior sagittal diameter to be 7 cm. Williams * and 
Thoms ° popularized the sum of the intertuberous and 
the posterior sagittal diameters in this country in the first 
and second decades of the present century. They recom- 
mended 15 cm. as a borderline sum, expecting little dif- 
ficulty above 15 cm. and increasing difficulty below it. 


MATERIALS 


These two measurements of the outlet, the intertu- 
berous and the posterior sagittal diameters, are easily ob- 
tained. In fact they are the most easily obtained measure- 
ments of the pelvic cavity. In order to determine exactly 
to what use they could be placed in our clinic and in order 
to determine whether the use of this sum could be of suf- 
ficient prognostic value to determine management of the 
patient before the onset of labor (for example, elective 
cesarean section in marked contraction), our material 
was analyzed as far back as 1947. The material consists 
only of those patients in whom roentgen pelvimetry was 
done, since the correlation between clinical and x-ray 
measurements seemed desirable. There were 2,491 pa- 
tients in whom pelvimetry was done roentgenologically. 
From this group the following patients were eliminated 
(a) all patients who had been delivered by cesarean sec- 
tion (330), except for those with outlet contraction after 
labor (13); (6) all those who had abnormal presenta- 
tions (125), such as breech and transverse lie; (c) all 
patients delivered by midforceps (135), midforceps be- 
ing defined as an application on a fetal head that has 
not reached the perineum, but when the biparietal di- 
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ameter has transversed the inlet; and (d) patients with 
infants weighing under 2,500 gm. and above 4,000 gm, 
Thus the material consists of all vertex deliveries (1.866 ) 
in which labor proceeded to full dilatation of the cervix 
and terminated spontaneously, by low forceps or by 
cesarean section in infants weighing between 2,500 and 
4,000 gm. There were 35 deliveries for which no record 
is available. 

These patients were then analyzed in the following 
manner. The various yardsticks for determining outlet 
contraction were correlated with the percentage of diffi- 
cult deliveries. Difficult deliveries are defined as those in 
which (1) excessive traction was necessary to consum- 
mate vaginal delivery; (2) if rotation was indicated, dif- 
ficulty in rotation was encountered; (3) cesarean section 
was done after full dilatation of the cervix because of lack 
of progress in the second stage with good contractions, 
with or without attempts at forceps delivery; and (4) the 
infants showed evidence of intracranial hemorrhage, 
whether the infant was discharged from the hospital alive 
or dead. 

RESULTS OF ANALYSIS 

By treating the above material in this fashion, the sum 
of the clinical intertuberous and posterior sagittal diam- 
eters was first examined at 0.5 cm. levels. Figure 1 shows 
the results. It should be noted that, in this particular type 
of system, when the sums become smaller there should be 
an increasing amount of difficulty. It can be seen that 
this is not so in this graph. There could be two reasons 
for this. 1. We cannot measure the intertuberous and 
posterior sagittal diameters accurately in our clinic. 2. 
This type of criteria is not the best for the demonstration 
of outlet contraction. To test the first hypothesis, patients 
who had a clinical intertuberous diameter measurement 
between 8.6 and 9 cm. were examined roentgenologically 
and the measurements compared. The most frequent 
readings were between 10.1 and 11.5 cm. with a spread 
between 8 and 13 cm. When one adds 2 cm. of soft tissue 
to the clinical intertuberous diameter of 8.6 to 9 cm., 
making it 10.6 to 11 cm., we were correct in slightly over 
20% of the cases. This indicates that we were inaccurate 
in our clinical measurements. 

We next examined the sum of the intertuberous and 
posterior sagittal diameters as determined by x-ray meas- 
urements. Figure 2 gives a much more satisfactory curve 
and indicates that, if we were able to measure the outlet 
more accurately, the sum of the intertuberous and 
posterior sagittal diameters might possibly be used as a 
prognostic yardstick. However, since we cannot, we have 
been forced to abandon it for determination of the method 
of delivery. We use it only for gross screening purposes. 

It is generally believed that the intertuberous and pos- 
terior sagittal diameters are good prognostic criteria and 
that the anteroposterior diameter of the outlet (A. P. O.) 
plays a minor role, if any, in outlet contraction.° Our 
British friends do not agree with those of us in America 
who use the intertuberous and posterior sagittal diam- 
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eters. As Moir,’ Williams and Phillips,* and Morris ° of 
England recommend the anteroposterior diameter alone 
or combined with the interspinous diameter and subpu- 
bic angle, the anteroposterior diameter was examined 
next. Figure 3 shows a much more desirable curve. This 
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Fig. 1.—Per cent of dfficulty in delivery based on sum of clinical 
measurement of intertuberous and posterior sagittal diameters. 





curve is of value prognostically, since there is a definite 
break. The borderline diameter may be considered to be 
10.5 cm. Unfortunately we do not have sufficient ma- 
terial to test the clinical anteroposterior diameter, but we 
suspect that it would not be very accurate, since in all 
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Fig. 2—Per cent of difficulty in delivery based on sum of x-ray measure- 
ment of intertuberous and posterior sagittal diameters. 


the clinical measurements that we have tested, including 
the diagonal conjugate, the results were too inexact to be 
practical. We are, therefore, forced to accept the antero- 
posterior diameter as the best roentgenologic measure- 
ment for prognostication at the outlet. 
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Because clinically it has been impossible for us to de- 
termine whether a difficult delivery in the low pelvis was 
due to the midplane, the outlet, or both, the interspinous 
diameter was tested (fig. 4). The interspinous of the 
midplane is a much more desirable curve than the outlet 
sum, but not quite so definite as the anteroposterior, al- 
though quite satisfactory. The critical diameter may be 
considered to be the 9 cm. level. This suggests that in 
many instances when we were under the impression that 
the obstruction was at the outlet, the actual disproportion 
was at least in some way concerned with the midplane. 

This analysis has left us with three impressions. First, 
the use of the roentgenographic anteroposterior diameter 
will give a better yardstick to measure outlet contraction 
than the usually accepted criterion of the sum of the in- 
tertuberous and posterior sagittal diameters. Second, for 
practical clinical purposes, the midplane and the out- 
let should be considered as one plane. Certainly from an 
anatomic viewpoint these two planes can be separated 
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Fig. 3.—Per cent of difficulty in delivery based on x-ray measurement of 
anteroposterior diameter. 





easily. When one manages the patient, however, the two 
planes cannot be separated. This latter conclusion was 
reached because of two facts (1) that the interspinous 
diameter gives a much better statistical criterion than do 
the intertuberous and posterior sagittal diameters and 
(2) that when the difficult midplane deliveries are added 
to the above material the character of the graph does not 
change (fig. 5). The third conclusion is that, since there 
is no absolute level with any yardstick in which an un- 
injured infant can be delivered vaginally, it must follow 
that by neither clinical nor roentgen examination can one 
predict vaginal or abdominal delivery, so the decision for 
doing an elective cesarean section on a vertex presenta- 
tion without labor is not justified. 





7. Moir, J. C.: Detecting Pelvic Contractions (Honyman Gillespie Lec- 
ture), Edinburgh M. J. 48: 361, 1941. 

8. Williams, E. R., and Phillips, L. G.: Value of Antenatal Radiological 
Pelvimetry (Comparative Survey of Prediction and Event in 300 Successive 
Pelvimetric Studies at Queen Charlotte’s Maternity Hospital), J. Obst. & 
Gynaec. Brit. Emp. 53: 125, 1946. 

9. Morris, W. I. C.: Obstetrical Evaluation of Pubic Arch: Clinical 
Method, Lancet 2: 139, 1948. 
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TREATMENT 

We have followed this type of management in pa- 
tients with suspect midplane and outlet diameters. When 
there is an abnormal presentation, such as a breech, the 
decision must be made before labor, and in making that 
decision the general pelvic contour, pelvic measurements, 
and general fetal size must be taken into consideration. 
In vertex presentations we await the spontaneous onset 
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Fig. 4.—Per cent of difficulty in delivery based on x-ray measurement of 
interspinous diameter. 





of labor. Antibiotics with a wide range are given, since 
at that moment we do not know how long the labor will 
be or whether the patient will be delivered abdominally. 
If true inertia develops, and there must be dilatation and 
effacement of the cervix for that diagnosis to be made, 
cesarean section is the procedure of choice. If normal 
contractions ensue, full dilatation of the cervix may be 
expected within a reasonable time. If there is normal de- 
scent in the second stage of labor, a spontaneous or easy 
low forceps delivery may be expected. If the presenting 
part fails to descend during the second stage of labor to 
bulging of the perineum, a trial of forceps delivery is 
made. If there is descent with gentle traction, vaginal 
delivery is consummated. If there is lack of descent with 
gentle traction and vis-a-tergo, we do not hesitate to de- 
liver the patient abdominally through a laparotrachelot- 
omy incision or by the extraperitoneal route. 


In order for this type of management to be acceptable, 
we must deliver as many infants vaginally as possible, but 
without injury, and that includes those infants who leave 
the hospital alive. We had the following results before 
this line of management was followed, and we felt obli- 
gated to perform vaginal delivery when forceps blades 
were applied. These cases must include all patients re- 
gardless of the weight of the fetus. From July 1, 1947 to 
Aug. 1, 1951, we had 1,189 cases of vertex delivery in 
which x-ray pelvimetry had been obtained. Of those, 
forceps were indicated in 292 cases of which 177 were 





10. Douglass, L. H., and Kaltreider, D. F.: Trial Forceps, Am. J. Obst. 
& Gynec. 65: 889, 1953. 
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easy forceps deliveries and 107 were difficult. There 
were seven cesarean sections done without attempts 
vaginal delivery, and one cesarean section was performed 
after forceps failure. The fetal death rate was 4.5%. With 
an additional five infants injured. We have included 
shoulder dystocia because in each of these there was ey. 
cessive traction necessary on the forceps to deliver the 
head. After delivery of the head, shoulder dystocia was 
recognized. 

In the group of patients in whom we did not feel obj. 
gated to perform vaginal delivery after application of the 
forceps, there were 133 indicated forceps deliveries jp 
810 vertex deliveries. Seventy-nine women delivered 
easily vaginally, and 49 with difficulty vaginally. There 
were five patients in whom use of forceps failed and in 
whom cesarean section was done. There were no fetal 
deaths. Four infants were affected, but were discharged 
alive; two had intracranial hemorrhage and two had 
shoulder dystocia. 

In the first paper’® on this subject Dr. Douglass and 
I did not include the easy low forceps deliveries that we 
encountered, and we used only the midforceps and diff- 
cult low forceps. This, we feel, was in error and are at- 
tempting to correct this mistake at this time. We are not 
convinced that this is the ultimate answer to this problem 
because (1) some inexperienced operators will, without 
a doubt, use too much traction; (2) there must be some 
infants who receive intracranial damage before attempts 
at delivery due to excessively potent uterine contractions 
and variations in each infant’s ability to mold without 
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Fig. 5.—Per cent of difficulty in delivery with low forceps (and mid- 
forceps) based on x-ray measurement of interspinous diameter. 


intracranial damage; and (3) the diagnosis of shoulder 
dystocia in these difficult vertex deliveries is extremely 
difficult before the head is delivered, although we should 
reevaluate fetal size when the pelvis does not seem too 
contracted and the forceps traction is not easy. However, 
we are sufficiently impressed with our reduction in fetal 
mortality with this group of patients at this time to con- 
tinue with the trial forceps in practice. 
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SUMMARY AND CONCLUSIONS 


1. The anteroposterior diameter of the outlet meas- 
ured by X-rays is a superior method of prognostication of 
difficult delivery than either the clinical or x-ray sum of 
the intertuberous and posterior sagittal diameters in sus- 
pace. PR a A aes | 

9. From a practical, clinical viewpoint, the midplane 
and the outlet should be considered one plane. 
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3. The trial use of forceps is recommended in pa- 
tients in whom there is lack of descent during the second 
stage of labor. If gentle traction and correction of any 
unfavorable presentation, such as occiput transverse or 
occiput posterior, does not easily consummate delivery, 
cesarean section is a better procedure than vaginal deliv- 
ery for the sake of the infant. 


101 W. Read St. (1). 














CLINICAL EVALUATION OF PRIMIDONE (MYSOLINE), NEW 


An appreciable number of patients with seizures are 
not helped by the standard anticonvulsants. There is, 
therefore, a constant search for new agents that will bene- 
fit this group. A new synthetic compound, primidone 
(Mysoline), has been made available to a number of 
investigators, and the results of four separate clinical 
trials had been reported at the time of writing.’ Handley 
and Stewart '* found this drug to be effective in 80% of 
40 patients with grand mal seizures. In Butler’s series'” of 
58 patients with all types of seizures, there was improve- 
ment in 50% of patients with grand mal attacks. Smith 
and McNaughton ** were able to evaluate the results of 
primidone therapy in 61 patients and found that 35% 
were improved. Bonkalo and Arthurs '* reported on the 
use of primidone in the treatment of epileptic and non- 
epileptic psychiatric patients. They noted a reduction in 
the seizure frequency in all of their 10 patients with 
clinical epilepsy. In the fall of 1951, primidone was made 
available to us for clinical trial. Since that time this drug 
has been administered to 121 patients, and the results 
of its use are the subject of this report. 


CHEMISTRY AND PHARMACOLOGY 
Primidone (5-phenyl-5-ethylhexahydropyrimidine-4, 
6-dione) is a compound closely related to phenobarbital. 
Basically, it is a reduced form of phenobarbital as a com- 
parison of the two structural formulas indicates. Primi- 
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5-ethyl-5-phenylbarbituric acid (phenobarbital), figure on the left, and 
5-pheny|-5-ethylhexahydropyrimidine-4,6-dione (primidone), figure on the 
right. 


done is reported to compare favorably with pheno- 
barbital, diphenylhydantoin (Dilantin), 3-methyl-5, 5- 
phenylethylhydantoin (Mesantoin), trimethadione (Tri- 
dione), and phenacemide (Phenurone) in abolishing the 
extensor tonic component of electrically induced convul- 
sions in rats. The results were similar in pentylenetetra- 
zol-induced convulsions in rats. In acute and chronic 
toxicity studies in animals, primidone was found to be 
relatively free of serious side-effects when given in 
amounts exceeding the recommended therapeutic dos- 
age.” 


ANTICONVULSANT DRUG 


Daniel Sciarra, M.D., Sidney Carter, M.D., Carmine T. Vicale, M.D. 


H. Houston Merritt, M.D., New York 


CASE MATERIAL AND METHOD 

The 121 patients in this series were for the most part 
those whose seizures had proved resistant to the standard 
anticonvulsants. Their ages ranged from 5 to 71 years, 
with the majority of patients in the age group from 20 to 
40. Sixteen patients in this series were considered to have 
symptomatic epilepsy because of evidence suggesting the 
presence of gross neurological deficit. The remainder 
(105) were classified as having epilepsy of undetermined 
origin (idiopathic epilepsy). All seizure types were rep- 
resented, but grand mal predominated either alone or in 
combination with one or more other types. In every case 
primidone was added to the medicaments that the patient 
was already receiving. The drug was supplied in tablets 
of 0.25 gm. each. The usual starting dosage of primi- 
done was 250 mg. daily. This was increased one tablet 
daily at approximately weekly intervals to the point of 
therapeutic or toxic effect. If toxic manifestations ap- 
peared as the primidone dosage was increased, reduction 
of dosage of other anticonvulsants was usually carried 
out. Patients were seen at intervals ranging from one to 
four weeks. For the first year of this investigation, a rou- 
tine blood cell count was done at each visit and later at 
longer intervals. Urinalyses were not done routinely but 
in a “spot check” manner. 

RESULTS 

The therapeutic effects could be evaluated in 72 of the 
121 patients to whom primidone was administered. This 
group was followed for periods ranging from 1 to 18 
months. The period of observation was | to 11 months 
for 28 patients and 12 to 18 months for 44 patients. In 
the remaining 49 patients, it was not possible to estimate 
anticonvulsant effect accurately, because administration 





From the Department of Neurology, College of Physicians and Sur- 
geons, Columbia University, and the Neurological Institute, Presbyterian 
Hospital. 

The Mysoline was supplied by the Imperial Chemical, Ltd. (American 
distributors: Ayerst, McKenna & Harrison, Ltd.). 

1. (a) Handley, R., and Stewart, A. S. R.: Mysoline: New Drug in 
Treatment of Epilepsy, Lancet 262: 742, 1952. (b) Butler, A. J. M.: 
Mysoline in Treatment of Epilepsy, ibid. 264: 1024, 1953. (c) Smith, 
B. H., and McNaughton, F. L.: Mysoline: New Anticonvulsant Drug, 
Canad. M. A. J. 68: 464, 1953. (d) Bonkalo, A., and Arthurs, R. G. S.: 
Mysoline in Treatment of Epileptic and Non-Epileptic Patients, ibid. 
68: 570, 1953. 

2. Data supplied by Imperial Chemical Co., Ltd. 
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had to be halted after the appearance of toxic reactions 
or because follow-up data were inadequate or unreliable. 

The attacks were entirely controlled in 7 patients 
(10% ), reduced in frequency in 31 patients (43%), 
and unchanged in 34 patients (47% ). Beneficial effects 
were obtained in 33 of the 50 patients with grand mal 
seizures (66% ); in 10 of the 15 patients with psycho- 
motor attacks (66% ); in 11 of 21 patients with abortive 
or fragmentary types of grand mal, the so-called minor 
seizures (52% )*; and in 6 of 13 patients with focal sei- 
zures (46% ). No benefit was noted in the six patients 
with petit mal. Sixteen of the 121 patients had seizures 
satisfactorily proved to be a symptom of gross organic 
brain disease. The therapeutic results could be evaluated 
in 14 of these, 5 of whom were benefited by therapy with 
primidone. The dosage of primidone ranged from 0.25 
to 2 gm. daily in 72 patients in this study. Approximately 
one-third of the patients received less than 1 gm. of pri- 
midone daily; the other two-thirds were given from 1 to 
2 gm. daily. The number of patients who received primi- 
done in each of the doses listed is shown in the following 
tabulation, with the numbers of patients on the left and 
daily doses in grams on the right: 


i cal esadinanac ante oe san cee tadeaee eae 0.25 
vee seer saeweeedibewdonnes ovetesveresoes 0.5 
Dit indietcembiebhtnsebddetedehbesebbask 0.625 
ces isairednleeaintoraichiimar tina weruchenidsacia-ceresinn 0.75 
EER VE EE ES POR OTe RE RS 0.875 
Wiki <byicdcadidaasasccusstaseiecmiee anaes 1.0 
CT nee ae Lem ee + See Pie on 1.25 
iiciiw.acicise shaun paieiha ounaeeanetie a esaniy manisenels 1.5 
isd iccendepereweccesense\uresiteosendues 1.75 
Debscnereeswnds siete tndatvasceearavauens 2.0 


SIDE-EFFECTS OF PRIMIDONE 


The incidence of side-effects resulting from primidone 
as administered in this study in conjunction with one or 
more of the standard anticonvulsants could be evaluated 
in 79 of the 121 patients. One or more side-effects ap- 
peared in 65 of these 79 patients (82% ). No serious 
toxic reactions were observed. Routine blood cell counts 
remained normal in all cases. Drowsiness was by far the 
most frequent complaint, occurring in 54 patients. 
Ataxia developed in 18 patients. Five patients com- 
plained of mental dulness, and each of the following 
symptoms appeared only once: edema of the eyelids, 
painful gums, anorexia, irritability, excessive fatigue, and 
sexual impotence. Drowsiness was characterized by a 
variety of terms by the patients and ranged in degree from 
mild and tolerable to severe and irresistible somnolence. 
Ataxia in most of the cases consisted of unsteadiness in 
walking; in one case this was accompanied by nystagmus 
and slurred speech. Dizziness was the complaint of two 
patients, and two reported that they felt “groggy.” 

Administration of primidone had to be discontinued 
in 25 patients because of the severity of the side-effects, 
even though 4 of these had improved. Toxic symptoms 
disappeared or subsided sufficiently in 18 patients when 
dosage of the other anticonvulsant medication was re- 
‘ duced. In this group, when drowsiness was the complaint, 
the other anticonvulsants were usually of the sedative 
variety, namely, phenobarbital, mephobarbital (Mebaral), 
and Mesantoin. In four instances in which ataxia was 





3. Sciarra, D.; Carter, S., and Yahr, M.: Minor Seizures, Tr. Am. 
Neurol. A. 76: 253, 1951. 
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noted, improvement occurred when the dose of dipheny|. 
hydantoin was reduced. In 11 patients the toxic mani. 
festations entirely disappeared upon reduction of prim. 
done dosage. The degree of toxicity was so mild in foy; 
patients that it could be tolerated. In one patient the side. 
effects were transitory, and no change in dosage of primi. 
done or other medicament was necessary. In a third of 
the patients side-effects developed with a daily dose of 
0.75 gm. or less, and two-thirds of the patients mari. 
fested side-effects with a daily dose of 1.25 gm. or less. 
In the remainder, the toxic manifestations appeared when 
the daily dose exceeded 1.25 gm. 


COMMENT 

The majority of patients with epilepsy that is resistant 
to therapy are usually maintained on a combination of 
anticonvulsant drugs. It is the practice of this clinic in 
administering a new compound to add it to the preex- 
isting regimen of medication. In all but 7 of the 72 pa- 
tients in whom the therapeutic results were evaluated, 
primidone was given in conjunction with other drugs. 
Unless toxic symptoms appeared, no attempt was made to 
reduce the patient’s other medication. The results, there- 
fore, reflect the anticonvulsant effectiveness of primidone 
when used in conjunction with one or more of the stand- 
ard antiepileptic medications. Of the seven patients 
with completely controlled seizures, six were taking, in 
addition to the primidone, diphenylhydantoin alone or 
diphenylhydantoin in combination with phenobarbital, 
Mesantoin, or mephobarbital. The seventh patient was 
taking mephobarbital in addition to the primudone. 
In the improved group of 31 cases, the additional 
drugs were as follows: diphenylhydantoin, 10 patients; 
diphenylhydantoin and Mesantoin, 5 patients; diphenyl- 
hydantoin and phenobarbital, 4 patients; diphenylhydan- 
toin and mephobarbital, 2 patients; diphenylhydantoin, 
Mesantoin, and phenobarbital, 1 patient; diphenylhydan- 
toin, mephobarbital, and phethenylate, 1 patient; pheno- 
barbital and Mesantoin, 2 patients; phenobarbital, | pa- 
tient; and mephobarbital, 1 patient. Of the seven patients 
to whom primidone was given alone, four were improved 
and three were unimproved. 

The results of this study indicate that primidone is 
the most effective in the treatment of grand mal, psycho- 
motor, focal, and minor seizures. Although the number 
of patients with symptomatic epilepsy in this series is too 
small to be statistically significant, the therapeutic re- 
sults may indicate that primidone will provide some 
benefit for a small percentage of patients with seizures 
in this category. The dosage of primidone would not seem 
to be a factor in the unimproved group in that 25 of the 
34 unimproved patients took 1 gm. or more daily, while 
in the benefited group of 38 patients, 16 took less than 
1 gm. daily and 22 took 1 gm. or more daily. 

The incidence of side-effects (82% ) is unusually high; 
however, no serious toxicity was encountered. None of 
the patients manifested any evidence of depression of 
bone marrow activity or of renal damage. The single in- 
stance of edema of the eyelids was found not to be of 
renal origin; moreover, all but seven of the patients in 
this study were taking other compounds in maximally 
tolerated dosage when the administration of primidone 
was begun, and for 18 patients the reduction of the dos- 
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age of one or more of the other medicaments resulted in 
ihe disappearance of side-effects. The fact remains, how- 
ever, that it was necessary to discontinue administration 
of the drug in 25 of the cases in which toxicity developed 
and that toxic manifestations appeared in 5 of the 7 pa- 
tients receiving primidone alone. One patient attempted 
suicide by taking 25 tablets of 0.25 gm. of primidone 
(6.25 gm.) in one dose. The only effect was a deep sleep 
of four to five hours’ duration. No special measures of 
resuscitation were required, 











SUMMARY 
A new compound, primidone (Mysoline), was ad- 
ministered to 121 patients with one or more types of con- 
vulsive seizures. Its anticonvulsant effect could be evalu- 
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ated in 72 patients who were observed for periods rang- 
ing from 1 to 18 months. In all but seven, primidone 
was given in conjunction with one or more of the standard 
anticonvulsant drugs. Seizures were completely con- 
trolled in 10%, reduced in frequency in 43%, and un- 
changed in 47%. The greatest benefit occurred when the 
seizures were of the grand mal, psychomotor, minor, or 
focal types. No improvement was noted in any of the 
patients with petit mal. Side-effects occurred in 65 pa- 
tients, but none were serious. Drowsiness and ataxia were 
the two most frequent symptoms and made it necessary 
to discontinue the administration of primidone in 25 pa- 
tients. 


622 W. 168th St. (32) (Dr. Merritt). 

















THEIR RELATION 









Encrustations of the trachea as a complication of 
radical surgery of the head and neck have proved to be 
a serious and demanding problem in some instances. 
These encrustations are associated with the postoperative 
changes occurring in patients who have been subjected to 
tracheostomy. They impose an embarrassment to his res- 
piration and indeed may precipitate asphyxiation and 
death. Care and prevention require diligent and aggres- 
sive supervision. 








INCIDENCE 


The incidence of encrustations of the trachea is not 
great. Approximately 10% of all patients who underwent 
resections requiring a temporary or permanent trache- 
ostomy have postoperative encrustations to some degree. 
In only 2% did encrustations develop that were occlu- 
sive in size and capable of precipitating a dramatic air- 
way block (fig. 1). If one is not alert to this problem 
and has not instituted prophylactic measures, the inci- 
dence may be higher. The vast majority of these cases 
occurred during the winter months. There was a definite 
relationship of the incidence of encrustations to the length 
of time the tracheostomy tube was permitted to remain 
in position. No encrustations were found in persons who 
wore a temporary tracheostomy tube for one to three 
days. The highest incidence of encrustations in the trachea 
was found in patients who wore the tracheostomy tube 
between the 3rd and 10th postoperative days. The inci- 
dence decreased after two weeks of tracheal intubation. 















ETIOLOGY 

Etiological factors contributing to the development of 
encrustations of the trachea may be divided into the in- 
trinsic factors and the extrinsic factors. Although the 
intrinsic factors are more important than the extrinsic 
factors, it is the management and control of both of these 
situations that leads to the best therapy. 

Intrinsic Factors ——Pulmonary Conditions: Any pul- 
monary condition that interferes with normal respiratory 
physiology contributes to the formation of encrustations. 









DIAGNOSIS AND TREATMENT OF ENCRUSTATIONS IN 
TO RADICAL SURGERY OF THE HEAD AND NECK 


John J. Conley, M.D., New York 


THE TRACHEA 










Emphysema, bronchiectasis, chronic lung abscess, bron- 
chitis and chronic lung disease fall into this category. 

Tracheal and Bronchial Abnormalities: Any alteration 
in the respiratory epithelium of the trachea or bronchi 
is conducive to the formation of crusts. Intrinsic changes 
encountered in scleroma, fibrosis, atrophy, chronic in- 
fection, and metaplasia, and after irradiation over the 
trachea are all contributory factors. 

Upper Respiratory System: Chronic or acute disease 
of the nasal cavity, sinuses, and pharynx associated with 
purulent postnasal drip into the trachea can affect the 
mucosal elements of the tracheal and bronchial tree. Thus 
these factors contribute to crust formation. 

The Operative Area: The operative area includes the 
tracheostomy wound and also the major operative wound 
of the head and neck system that necessitated the trache- 
ostomy. A purulent, infected discharge from the tracheos- 
tomy wound or operative wound that enters the trachea 
through the tracheostomy opening predisposes to the 
formation of crusts. A similar situation is created by the 
entrance of a purulent discharge from the operative 
wound into the trachea via the pharynx and larynx. 

General Status of Patients: Major systemic disease 
that causes alterations in metabolism and electrolyte bal- 
ance may be associated with dehydration, fever, and 
hyperpnea. These conditions predispose to the formation 
of crusts. 

Extrinsic Factors.—Air Environment: Low humidity, 
particularly when associated with the drying effect of 
radiator heat in the patient’s room during the winter 
months is conducive to the formation of tracheal crusts. 
A striking reduction in the incidence of this complication 
in the summer bears out the importance of this single 
factor. 

Trauma: Trauma to the trachea caused by the irrita- 
tion of the tracheal tube, excessive coughing, and frequent 
insertions of a catheter tip for tracheal irrigation all con- 
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tribute to tracheal encrustation. Such trauma should be 
avoided. 

Infection: The lower respiratory system of the patient 
with a tracheostomy is constantly exposed to secondary 
infection. Such infection may be introduced from the 
catheter tip, from the hands of the attending nurse, from 
the insertion of tracheostomy tube, and from the unhy- 
gienic condition of the bedside table that holds the sec- 
tion catheter, the water for flushing it out, and the other 
accessory equipment. 





EE 


Fig. 1—A 6 cm. crust coughed out through a tracheostomy tube on 
the 11th postoperative day. 


Bacteriology: One might presume that a single patho- 
genic organism could be consistently cultured from the 
tracheal secretions. This has not been the case, and cul- 
tures have produced a variety of common and ubiquitous 
gram-positive and gram-negative organisms. The pre- 
dominant organisms have been Pseudomonas aeruginosa, 
Staphylococcus aureus, beta and gamma Streptococcus, 
Staphylococcus albus, diphtheroids, Escherichia coli, 
Aerobacter aerogenes, and bacteroids. The absence of 
anerobic and hemolytic organisms was curious. No in- 
vestigation was made for virus infection as an etiological 
factor, but it is doubtful if it is significant. 

The etiological picture appears to be a composite one, 
with combinations of intrinsic and extrinsic factors alter- 
ing the basic physiology of the tracheal mucosa. Multiple 
contributory factors predispose to development of crusts 
in the area, but the actual destruction of the ciliated, 
columnar epithelium by bacteria and toxins permits the 
crusts to form. The mucous blanket becomes stationary. 
Additional secretions and discharge are deposited on this 
dehydrated layer. An enlarging, thick, heavy crust of 
fibrin, cellular material, and debris expands along the 
trachea, and all normal local physiological processes 
cease (fig. 2). 

DIAGNOSIS 

The greatest advantage in making the diagnosis is an 
awareness of the possibility of tracheal encrustations in 
all patients with tracheostomies and the probability of 
crust formations in persons afflicted with predisposing 
etiological conditions. 

If the encrustation is small, there are frequently no 
clinical symptoms. The patient, however, may experience 
the sensation that he desires to cough up something in the 


J.A.M.A., March 6, 1954 


trachea. In the incipient stages of crust formation the 
tracheal mucus is usually abundant, tenacious, anq 
purulent in character. It may also be blood streaked, A, 
crust formation begins, the mucus becomes thicker anq 
less abundant. As the crust becomes larger, the mucus jx 
frequently obstructed and cannot be aspirated; then when 
the crust is removed a considerable amount of tenacioys 
mucus is subsequently aspirated by the catheter. 

Auscultation of the chest may be helpful in encrusta. 
tions that cause a whistling or obstructive musical sound 
in the trachea or bronchi. Again small encrustations fre. 
quently produce no abnormal auscultatory phenomena. 
Large obstructive encrustations may cause complete 
obstruction with atelectasis in the terminal or large 
bronchi. , 

The diagnosis of large tracheal encrustations is usually 
not difficult. There is almost always a history of the pa- 
tient’s having coughed out smaller scabs on multiple 
occasions. The normal clinical improvement is often 
interrupted with dramatic episodes of coughing out large 
tracheal scabs that may or may not come through the 
tracheostomy tube with forceful expiration. X-ray study 
of the trachea during this phase may reveal the irregu- 
larity of the lumen due to infringement by the expansion 
of these scabs. 

Perhaps the greatest information concerning the 
trachea can be obtained by personally inserting the 
catheter tip repeatedly into the trachea in an exploratory 
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Fig. 2.—Drawing of encrustations on the tracheal wall. The inserts show 
the process of obliteration of the ciliated columnar epithelium and forma- 
tion of lateral and concentric crusts. 


and diagnostic maneuver. If obstruction is met anywhere 
along the course of the trachea or bronchi, then the diag- 
nosis of tracheal encrustation may be made. On the other 
hand, passage of the aspirating catheter without meeting 
obstruction does not necessarily mean the absence of 
crusts, as the catheter can easily pass alongside of 4 
quadrilateral crust or down the center of a concentric 
crust without difficulty. The commonest sites for catheter 
obstruction to be encountered are just beneath the tip of 
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the tracheostomy tube and at the level of the coryna. 
Frequently the act of inserting the catheter itself plus the 
violent cough reflex is enough to dislodge the tracheal 
scab. If it is of small diameter, it can be aspirated through 
the tracheostomy tube or coughed through the tube as a 
hard plug. If it is larger than the diameter of the 
tracheostomy tube, a characteristic wheezing and whis- 
tling type of respiration sets in with a bivalve phenomenon 
of alternate airway obstruction and relief with expiration 
and inspiration. This clinical situation always causes the 
patient extreme apprehension and excitement. 

In a patient who has received inadequate postoperative 
aspiration and who has had excessive amounts of cough 
sedation, the tracheal scab may assume large proportions 
with complications. Atelectasis, pneumonia, air hunger, 
stridor, cardiac failure, or the total occlusion of the 
trachea or tracheostomy tube by a large encrustation may 
prove fatal. When the diagnosis has been unverified by 
previous clinical maneuvers and one is still suspicious of 
tracheal encrustations, a direct bedside bronchoscopic 
examination should be carried out for definitive informa- 
tion. When present they reveal a characteristic partial 
occlusion of the tracheal or bronchial air passage by an 
irregular hard dark crust. The mucosa beneath this scab 
is thickened, injected, and edematous, and is covered 
with a thin purulent exudate. 


TREATMENT 

The treatment of encrustations of the trachea is 
divided into the prophylactic and curative phases. The 
prophylactic phase begins with the anticipation of the 
formation of encrustations by careful evaluation of the 
predisposing intrinsic and extrinsic factors and the appli- 
cation of all measures to mitigate their effect. The sur- 
geon can evaluate his patient and predict preoperatively 
with a great measure of success those persons in whom 
tracheal scabs are likely to form. This group consists of 
all patients with such predisposing conditions as emphy- 
sema, bronchiectasis, chronic lung abscess, bronchitis, 
and chronic lung disease. All tracheal and bronchial 
diseases characterized by intrinsic weakness of the 
respiratory epithelium secondary to chronic infection, 
scleroderma, fibrosis, atrophy, or intensive irradiation, 
predispose to scab formation. Other persons suffering 
from chronic sinusitis, pharyngitis, or purulent postnasal 
drip, have a predisposition to scab formation. All of 
these groups of patients are placed on a postoperative 
regimen that augments and favors lower respiratory 
function. They should receive adequate systemic bio- 
therapy, aeropenicillin, frequent hygienic, atraumatic 
tracheal aspirations, and tracheal flushings with sterile 
saline solution four times a day; the humidity of the 
inspired air should be high. Special efforts should be 
made to prevent purulent discharge from draining into 
the trachea either through the tracheostomy opening or 
through the glottis. This is carried out by performing a 
circular excision of the tracheal cartilages in preparation 
for the insertion of the tracheostomy tube. This tube 
should fitsnugly in the tracheal opening. The neck wound 
should be adequately drained away from the tracheal 
Opening. All purulent secretions in the upper respiratory 
tract should be adequately aspirated. 
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If small encrustations of the trachea develop in spite 
of this regimen, aerosol trypsin (such as Tryptar) or 
detergents (such as Alevaire) should be incorporated 
into the program. They assist in dissolving crusts, thin- 
ning tenacious mucus, and clearing up the mucous mem- 
brane lining. 

If large encrustations of the trachea develop, the situa- 
tion becomes much more serious because of the danger 
of strangulation and the additional burden placed upon 
the heart, lungs, and major organs by chronic hypoxia. 
Often, the diagnosis of a large scab of the trachea is not 
immediately apparent. This is particularly true if the 
encrustation is concentric in form or if it is limited to one 
main bronchus just beneath the bifurcation. In these 
instances, the insertion of the aspirating catheter may 
meet with no obstruction and one may gain the impres- 
sion that the trachea is clear. When these scabs become 
large enough, however, one encounters the serious signs 
of pulmonary obstruction, hyperpnea, stridor, tachy- 
cardia, hyperexcitability, and frequently atelectasis and 
bronchopneumonia. Encrustations that form in one or 
more quadrants of the trachea or bronchus (or bronchi) 
are frequently detected by causing an obstruction to the 
passage of the aspirating catheter. They should be 
softened with sterile saline solution and trypsin and dis- 
lodged with the aspiration catheter. In most instances, 
if they are not too large, they will be forcefully ejected 
with a strong expulsive cough through the tracheostomy 
tube. If the crusts are too large to come through the 
tracheostomy tube freely, the inner cannula should be 
removed after forceful cough with the hope that the 
encrustation will be withdrawn with it. If this is unsuc- 
cessful, the inner cannula is left out and the patient is 
encouraged to cough again. 

If the encrustation is not extracted by these simple 
methods, the resident should remove the tracheostomy 
tube from the wound, and with the aid of aspiration, 
encourage the patient to cough forcefully. The encrusta- 
tion may be coughed out through the circular tracheal 
wound or up into the mouth if it is not too large. If he 
has not been successful in removing the scab by this time, 
the patient should immediately undergo a_ bedside 
bronchoscopy with removal of the encrustation with an 
appropriate grasping forceps. The tracheal and bronchial 
trees then should be further inspected to rule out the 
presence of other encrustations. Bedside bronchoscopy, 
as an elective procedure, is desirable in the treatment of 
diagnosed concentric and large lateral crusts. When the 
clinical situation has become precipitant and bronchos- 
copy is not available, the surgeon may save the patient’s 
life by inserting his finger into the tracheal opening and 
pushing the scab through the glottis into the pharynx. 

The air environment should be highly humidified, and, 
if necessary, the patient should be placed in an oxygen 
tent where the local humidity can be more definitely con- 
trolled. The drying of air in the patient’s room by radia- 
tors in the winter is a serious handicap. The use of 
a detergent or trypsin by nebulization is helpful in main- 
taining a high humidity and applying a crust and mucus 
digestant. 





832 INTESTINAL OBSTRUCTION—TREVOR 


The trauma created by the insertion of the aspirating 
catheter should be kept at a minimum by using a no. 17 
whistle-tip catheter that is inserted 6 to 8 in. (15 to 20 
cm.) and then rotated between the thumb and index 
finger as the patient is encouraged to breathe deeply and 
cough. The patient should be turned from side to side so 
that both the left and right main bronchi may be aspirated. 

There is no question that one of the precipitating fac- 
tors to encrustation of the trachea is the repeated inser- 
tion of an unclean catheter that has been dragged all over 
the bed clothes and the bedside table, and perhaps has 
even fallen on the floor several times and is then fingered 
and wiped with unclean hands and tissues and finally 
irrigated in a basin of contaminated water. The repeated 
insertion of this bacteria-ladened catheter with its asso- 
ciated trauma to the mucosa of the trachea and bronchi 
is often the precipitating factor in causing localized infec- 
tion to the tracheal mucosa with the resultant destruction 
of the epithelium and the subsequent production of 
purulent exudate and scab formation. Therefore, great 
emphasis should be placed upon the hygienic methods of 
arranging and handling the suction apparatus. 

The disappearance of these encrustations is quite char- 
acteristic. Large encrustations may persist for several 
days under the most energetic efforts to cure them. As 
the local tracheal mucosa begins to heal and the contribu- 
tory etiological factors in the neck wound and oral cavity 
abate, the size and frequency of the occurrence of these 
scabs will gradually diminish. Their appearance will 
change from one or two very large and obstructing en- 
crustations a day to perhaps five or six small scabs a day. 
With further improvement, the scabs will become smaller 
and less frequent in occurrence. 

The most important single factor in eliminating en- 
crustations is the return of respirations through the 
normal channels in the nose, pharynx and larynx. On the 
other hand, one hesitates to remove the tracheostomy 
tube of a patient who is forming extremely large encrusta- 
tions in the trachea because of the danger of strangula- 
tion. In many of the radical procedures about the oral 
cavity, pharynx, mandible and tongue, a tracheostomy 
may be required for a period of one to two weeks or even 
longer. The ideal time for decannulation is when the en- 
crustations have become small in size, the glottic and 
supraglottic airway are unquestionably adequate, and the 
patient is beginning to take nourishment by mouth with- 
out aspiration. 


SUMMARY AND CONCLUSIONS 


Encrustation of the trachea is discussed as a specific 
clinical entity in relation to tracheostomy. The associa- 
tion of this entity with radical surgery of the head and 
neck has given it added significance. The incidence of the 
condition and an analysis of the etiological factors indi- 
cate that the phenomenon develops from a composite 
situation associated with intrinsic biological factors and 
extrinsic physicoenvironmental factors. A careful evalua- 
tion of these factors mitigates the probability of crust 
formation. The importance of the effective control and 
treatment of this condition is emphasized by a shortened 
and improved convalescence and the diminution of the 
tragic danger of asphyxiation. 


139 E. 36th St. 
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INTESTINAL OBSTRUCTION DUE TO 
SWALLOWING OF AIR 


REPORT OF A CASE 
William Trevor, M.D., New York 


The case to be reported of obstruction of the descend- 
ing colon as a result of swallowing of air is of interest as 


' I have been unable to find mention of a similar case in 


the world literature. Partial obstruction of the descend- 
ing colon after swallowing of air by the patient over a 
period of several days was proved by roentgen-ray study 
with a barium enema. A total laryngectomy had been per- 
formed on this patient for cancer four years previously 
and, in order to speak, the patient used an esophageal 
voice necessitating the swallowing of quantities of air to 
be eructated so that the sound could be converted into 
speech by the lips, teeth, tongue, and palate. The mech- 
anism of the obstruction can probably be explained by 
the fact that, owing to increasing distension of the prox- 
imal descending colon, the sigmoid folded over on itself 
near its peritoneal attachment, thus completing the me- 
chanical intestinal obstruction. 


A 60-year-old man was admitted to St. Clare’s Hospital, 
May 2, 1951, with a chief complaint of having had no bowel 
movement for five days. The patient’s daily bowel movements 
had been normal three weeks prior to his admission to the 
hospital, when he began a transcontinental motor trip; after 
this time the bowel movements became irregular. During the 
three days immediately preceding his admission, during en- 
emas the water returned discolored at first but returned clear 
in four enemas the day before and in one on the morning 
he was admitted. Small amounts of flatus had been passed 
during this entire time. The day preceding his admission, his 
family physician administered neostigmine (Prostigmine) bro- 
mide; after therapy with this drug, a moderate amount of 
flatus was passed. The patient had never noticed any change 
in the caliber of the stool nor any evidence of bleeding from 
the rectum. 

A total laryngectomy for carcinoma of the larynx with a 
permanent tracheostomy had been performed on the patient 
four years before. He had been trained to develop an esopha- 
geal voice by swallowing air into the esophagus and stomach 
and then belching the air forth when desiring to speak. At 
the age of 8, the patient had had rheumatic fever; except for 
this, his health had been good. Examination revealed a well- 
developed white man with a permanent tracheostomy in the 
suprasternal notch who spoke very well with an esophageal 
voice. The blood pressure was 180/80 mm. Hg and pulse 
rate 88. The abdomen was distended and tympanic, with no 
tenderness or rebound tenderness. Borborygmi were heard on 
auscultation. On rectal examination the rectal ampulla con- 
tracted around the examining finger. 


The results of a complete blood cell count were within 
normal limits, the leukocyte count being 8,400, with a differ- 
ential count of 62% segmented cells, 33% lymphocytes, and 
4% monocytes. The electrocardiogram revealed a split P2 wave 
compatible with mitral stenosis. Roentgen-ray examination by 
barium enema revealed the point of obstruction to be in the 
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jescending colon with large gas-filled loops of colon and 
small intestine proximal to the point of obstruction (see figure). 
~ Treatment consisted of continuous Wangensteen suction with 
4 Miller-Abbott tube, Harris rectal flushes four times daily, 
complete restriction of oral intake, administration of fluids 
intravenously, and sedation. The use of suction on the Miller- 
Abbott tube withdrew large amounts of gas; the administra- 
on of the Harris rectal flushes caused expulsion of great 


ton ‘ 
ities of flatus. During the first two days, a gradual de- 
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4, roentgen-ray film taken during barium enema showing point of intes- 
tinal obstruction in descending colon with proximal loops of intestine 
distended with air after prolonged swallowing of air. B, film taken after 
evacuation of barium enema showing markedly distended descending colon 
and small intestine proximal to the point of obstruction in the descending 
colon after swallowing of air. 


crease in the degree of gaseous distension of the abdomen 
took place, and after five days the Miller-Abbott tube was 
withdrawn. The patient was discharged on the seventh day 
after his admission. Sigmoidoscopy, done as a follow-up study, 
revealed no abnormal condition, and the follow-up roentgen 
study by barium enema disclosed no abnormalities except a 
rather large descending colon. 


160 East 74th St. (21). 


ACUTE RETENTION OF THE FOLEY BAG 
CATHETER BALLOON 


Henry Bodner, M.D. 
Allan H. Howard, M.D. 


and 


Joseph H. Kaplan, M.D., Los Angeles 


The Foley bag catheter, because of its simplicity, is 
an extremely valuable instrument for urologic purposes. 
However, the catheter has its trouble-making capacities. 
In addition to becoming obstructed, the balloon some- 
times becomes exasperatingly difficult to deflate. The 
obstructive causes of bag retention are angulation, 
powder from gloves and other equipment, lint or cotton, 
blood clot, hemostatic crushing, or an imperfection 
(rubber flap over opening into the balloon or a bleb in 
the inflating tube) occurring in manufacture. To prevent 
such mishaps, one should test the catheter before using, 
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be certain catheters are not powdered and have not been 
stored with powdered goods, and instruct nurses to use 
fresh sterile water to inflate the balloon. 

There are various means of deflating this catheter if 
difficulties should arise. It may be necessary to over- 
inflate the bag to the point of rupture. The 5 cc. bag fre- 
quently holds as much as 85 to 100 cc. of fluid before 
rupture, but in most instances 40 to 50 cc. of fluid is 
required. In the instance of hemostatic crushing, the 
inflating tube may be rolled between the fingers or the 
inflating tube and catheter may be cut off in sections 
until the urethra is approached. The injection of /2 to 1 
ce. of ether, xylene, or chloroform produces rupture of 
the balloon. The bladder must first be filled with fluid to 
dilute the irritating effects of the solvent. 

To open up the obstructing rubber plug the ureteral 
catheter metal stylet may be passed along the inflating 
tube; the fluid will run out around the stylet. The metal 
stylet will not pass into the balloon itself because of the 
right angle opening of the inflating tube into the balloon. 
A Bugbee electrode may be passed alongside the catheter 
until resistance is felt against the overdistended balloon. 
The bladder should be filled with fluid and the fulgurating 
current turned on. This method is recommended for the 
30 cc. balloon catheter, which may often be filled to 200 
to 250 cc. before rupture will take place. 

A whistle-tip ureteral catheter may be extended up to 
the balloon outside of the Foley bag catheter. Then a 
metal ureteral catheter stylet, previously measured, can 
be passed through the ureteral catheter to the balloon. 

Another procedure involves cutting off the ends of the 
catheter and then passing a no. 28 F. resectoscope sheath 
over the catheter. A ureteral catheter metal stylet should 
be used inside of the resectoscope sheath and passed into 
the balloon. One may introduce a no. 16 F. or no. 21 F. 
cystoscope alongside a no. 24 F. catheter. The caliber of 
the catheter is compressed by the instrument. The balloon 
can be cut with a cystoscopic scissors or perforated with 
a rigid ureteral catheter metal stylet. A long thin needle 
passed through the abdominal wall and bladder just 
above the symphysis will perforate a balloon that has 
been distended to over 200 cc. of fluid. The 75 cc. bag 
may be distended in some instances to as high as 1,660 
cc. before it will rupture. 

When the catheter is removed, it should be inspected 
for missing pieces of rubber. One of our patients voided 
a piece of rubber nine months after a transurethral pros- 
tatectomy. The lost piece of rubber may be found in 
the dome of the bladder, since it floats on top of the urine 
or water. It is recommended that the manufacturers have 
two openings in the inflating tube into the balloon at the 
same site instead of in tandem. In the event one of the 
openings becomes plugged, drainage will be through the 
other opening. With the openings in tandem, if the distal 
opening becomes plugged, then the proximal opening of 
the catheter is not of any help. The opening into the 
balloon from the inflating tube if made at an angle may 
allow the passage of a ureteral catheter metal stylet into 
the balloon and thus make rupture of the balloon easy. 
A small pinpoint opening with slow deflation will be less 
apt to cause acute rupture with loss of the rubber in the 
bladder. 

6333 Wilshire Boulevard (48) (Dr. Howard). 
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NEW AND NONOFFICIAL REMEDIES 


The following additional article has been accepted as con- 
forming to the rules of the Council on Pharmacy and Chem- 
istry of the American Medical Association for admission to 
New and Nonofficial Remedies. A copy of the rules on which 
the Council bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Methylergonovine Tartrate——-Methergine Tartrate (Sandoz).— 
(CoH 2sNsO2)2.C+HeOs.2CHsOH.—M.W. 893.02.—N-[a-Hydroxy- 
methyl)propyl]-d-lysergamide tartrate containing two mole- 
cules of methanol of crystallization.—d-Lysergic acid-d,/-hy- 
droxybutylamide-2 tartrate containing two molecules of metha- 
nol of crystallization.—The structural formula of methylergono- 
vine tartrate may be represented as follows: 


HO-CH, Ov O. HOH ,O 
N 4 
2CHyCHZCH-NH—C-@ SS NH e Howt-¢-¢-on @ 2CH;OH 
— ! ! 
N H OH 
CHy 


Actions and Uses.——Methylergonovine tartrate, a partially 
synthesized derivative of ergonovine maleate, is similar in 
action to the parent compound and other oxytocic alkaloids 
of ergot. See New and Nonofficial Remedies under the general 
statement on oxytocics and the monograph on _ ergonovine 
maleate. 

Methylergonovine tartrate induces uterine contractions in the 
immediate period after placental expulsion and in the puer- 
perium by either parenteral or oral administration (within 30 
to 60 seconds after intravenous injection, 2 to 5 minutes after 
intramuscular injection, and 3 to 5 minutes after oral adminis- 
tration). Clinical observations indicate that the intensity and 
duration of its oxytocic effect is somewhat greater than that of 
ergonovine maleate, but less prolonged than that of ergotamine 
tartrate. 

Methylergonovine tartrate is indicated for administration at 
the end of the third stage of labor or cesarean section to 
prevent or combat postpartum uterine atony and hemorrhage. 
It appears to have less tendency to produce pressor effects 
than does ergonovine and, therefore, may be suitable for use 
in the presence of preeclampsia or eclampsia. The drug also 
may be used to treat subinvolution and to combat secondary 
puerperal hemorrhage in conjunction with the removal of 
intrauterine clots. Its use in the presence of uterine infection 
is open to question. 

Methylergonovine tartrate is contraindicated during pregnancy 
and should not be employed routinely prior to delivery of 
the placenta; when used under full obstetric supervision, it 
may be given in the second stage of labor following delivery 
of the anterior shoulder. It shares the general toxic effects 
of ergot alkaloids that may result from overdosage or pro- 
longed administration. Caution should be exercised in admin- 
istering the drug to patients with sepsis and serious hepatic 
or renal involvement. 


Dosage.—Methylergonovine tartrate is administered orally, 
intramuscularly, or intravenously. Injection should be used 
immediately following delivery of the anterior shoulder or 
the placenta. A single dose of 0.2 mg. is injected intramuscu- 
larly or intravenously at the end of labor. If atony and hemor- 
rhage persist post partum, further injections of the same dose 
may be given at intervals of 2 to 4 hours. A dose of 0.2 mg. 
may be given orally three or four times daily in treating sub- 
involution or during postpartum convalescence in place of the 
parenteral route. 
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Tests and Standards.— 


Physical Properties: Methylergonovine tartrate is a white to Pinkish.t 
odorless, bitter, microcrystalline powder. It is very soluble in y oo 


- . ; ater, freely 
soluble in alcohol, and very slightly soluble in chloroform and in a 
Methylergonovine tartrate must be protected from light and heat. The oH 


of a 0.02% solution is 5.0.-5.8. 


Identity Tests: Dissolve about 4 mg. of methylergonovine tartrate j 
6 ml. of water. The solution exhibits a bluish fluorescence under a 
violet light. Divide the solution into two equal portions. To one portias 
add 2 ml. of a 1:1 mixture of glacial acetic acid and ethy| en 
Stratify 2 ml. of sulfuric acid under the mixture: a bluish-purple ties 
appears at the zone of contact of the two liquids. To the second portion 
add 2 ml. of p-dimethylaminobenzaldehyde T.S.: a deep blue calee 
appears. 

The specific rotation, [a]25,D, of a 1% solution in water is 4 50 to 
+60°, 

A 0.002% solution, prepared as directed in the spectrophotometric assay 
for methylergonovine tartrate, exh:bits an ultraviolet absorption maximum 
at about 310 my [specific absorbancy, E(1%,lcm.), about 191}, ang 8 
minimum at about 270 mu. 


Purity Tests: Dissolve about 0.25 gm. of methylergonovine tartrate in 
25 ml. of water. Add 5 ml. of diluted nitric acid and mix. Separate 10 m) 
portions of the mixture yield no turbidity on addition of 0.5 ml, of Silver 
nitrate T.S. (absence of chloride) and no turbidity on addition of 1 mj, of 
barium chloride T.S. (absence of sulfate). 

Dry about 1 gm. of methylergonovine tartrate, accurately weighed, jn 
a vacuum desiccator over phosphorus pentoxide for 4 hours: the loss in 
weight does not exceed 5.0%. 

Char about 0.5 gm. of methylergonovine tartrate, accurately weighed, 
cool the residue, add 1 ml. of sulfuric acid, heat cautiously until evolution 
of sulfur trioxide ceases, ignite, cool, and weigh: the residue does not 
exceed 0.05%. 

Assay: (Methylergonovine Tartrate) Prepare a 0.002% solution of 
methylergonov-ne tartrate as follows. Caution: Protect all solutions of 
methylergonovine tartrate from light, preferably by using low actinic glass, 
Transfer to a 1,000 ml. volumetric flask 0.1 gm. of methylergonoving 
tartrate, accurately weighed, fill to the mark with 1% v/v sulfuric acid, 
and mix, Transfer to a 100 mi. volumetric flask 20 ml. of this solution, 
fill to the mark with the 1% sulfuric acid, and mix. Spectrophotometrically 
determ:ne the absorbancy in a 1 cm. quartz cell at 310 mu, using 1% 
sulfuric acid as a blank, The concentration of methylergonovine tartrate 
in the solut’on in mg./ml, = absorbancy ~ 19.1. The amount of methy|- 
ergonovine tartrate is not less than 95.0 nor more than 105.0%. 


(Methylergonovine) With the aid of 10 ml. of water transfer to a 125 mi, 
separatory funnel about 0.1 gm. of methylergonovine tartrate, accurately 
we ghed. Add 3 ml, of strong ammonia solution and 50 mil. of a 
Saturated solution of sodium chloride. Extract the mixture with eight 25 
ml. portions of ether. Collect the ether extracts in a 250 ml. beaker and 
evaporate them on a steam bath to about 2 ml. Add 25 ml. of 0.02 N 
sulfuric acid, accurately measured, and warm on a steam bath until the 
solids are completely dissolved and no odor of ether is detectable. Cool, 
add 20 ml, of water, and titrate the solution with 0.02 N sodium hydrox- 
ide, using bromophenol blue T.S. as an indicator. Run a blank titration 
using 200 mi. of ether. Each milliliter of 0.02 N acid consumed is 
equivalent to 0.006788 gm. of methylergonovine and 0.008930 gm. of 
methylergonovine tartrate. The amount of methylergonovine is not less 
than 74.5 nor more than 77.5%, equivalent to not less than 98.0 nor more 
than 102.0% of methylergonovine tartrate. 


Dosage Forms of Methylergonovine Tartrate 

SoLuTIONS. Physical Properties: The pH of the solution is 3.5-4.5, 

Identity Tests: The solution responds to the fluorescence and colot 
identity tests for the active ingredient in the monograph for methy!- 
ergonovine tartrate. 

The 0.002% solution prepared as directed in the assay responds to the 
spectrophotometric identity test for the active ingredient in the monograph 
for methylergonovine tartrate. 


Assay: (Methylergonovine Tartrate) Caution: Protect all solutions of 
methylergonovine tartrate from light, preferably by using low actinic glass 
Transfer to a 100 ml. volumetric flask an amount of solution, accurately 
measured, equivalent to about 2 mg. of methylergonovine tartrate, fill 0 
the mark with 1% v/v sulfuric acid, and mix. Spectrophotometrically 
determine the absorbancy in a 1 cm. quartz cell at 310 my, using the 1% 
sulfuric acid as a blank. The concentration of methylergonovine tartrate 
in the solution in mg./ml. = absorbancy ~ 19.1. The amount of methyl 
ergonovine tartrate is not less than 95.0 nor more than 105.0% of the 
labeled amount, 

TasBLets. Identity Tests: Transfer to a 125 ml. separatory funnel a 
amount of powdered tablets equivalent to about 4 mg. of methylergonovine 
tartrate. Add 20 ml. of water and make the mixture alkaline to litmus 
with diluted ammonia solution, Extract the mixture with one 20 ml. 
portion of chloroform and filter the chloroform extract into a small 
evaporating dish. Evaporate the chloroform on a steam bath, and dissolve 
the residue in 6 mi. of water and 0.3 ml. of diluted hydrochloric acid. 
Filter the solution, if necessary. The solution responds to the fluorescence 
and color identity tests for the active ingredient in the monograph fot 
methylergonovine tartrate. 
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The 0.002% solution prepared as directed in the assay responds to the 
spectrophotometric identity test for the active ingredient in the monograph 
for methylergonovine tartrate. 

Assay: (Methylergonovine Tartrate) Weigh 30 tablets and powder them 
Caution: Protect all solutions of methylergonovine tartrate from light 
preferably by using low actinic glass. Transfer to a 100 ml. volumetric 
flask an amount of powder, accurately weighed, equivalent to about 2 meg 
of methylergonovine tartrate, add 50 ml. of 1% v/v sulfuric acid, and 
shake the flask mechanically for 15 min. Fill to the mark with the 1° 
sulfuric acid and mix. Centrifuge a portion of the mixture. Spectrophoto- 
metrically determine the absorbancy of the supernatant solution in a 1 cm 
quartz cell at 310 ma, using 1% sulfuric acid as a blank. The concen- 
tration of methylergonovine tartrate in the solution in mg./ml 
absorbancy 19.1. The amount of methylergonovine tartrate is not less 
than 95.0 nor more than 105.0% of the labeled amount 


Sandoz Pharmaceuticals, Division of Sandoz Chemical Works, 
Inc., New York. 

Solution Methergine Tartrate: 1 cc. ampuls. A solution con- 
taining 0.2 mg. of methylergonovine tartrate in each cubic 
centimeter. 

Tablets Methergine Tartrate: 0.2 mg. U. S. patent 2,265,207. 
U. S. trademark 400,893. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 








APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for in- 
clusion in Apparatus Accepted. A copy of the rules on which 
the Council bases its action will be sent on application. 

RacpH E. De Forest, M.D., Secretary. 


Fortiphone Hearing Aid, Model 22 
Fortiphone Limited, Fortiphone House, 247 
London, W.1, England. 
Distributor: Anton Heilman, 75 Madison Ave., New York 16. 
The Fortiphone Hearing Aid, Model 22, uses three vacuum 
tubes, one 1.5 volt mercury type A-battery, and one 30 volt 
B-battery. The body of the instrument measures 80 by 48 
by 20 mm. and weighs, with batteries, 155 gm. 
The Council secured evidence from acceptable sources in- 
dicating that the workmanship of the instrument was sound 
and that its performance was satisfactory. 


Regent St., 


Sonotone Hearing Aid, Model 977 
Sonotone Corporation, Elmsford, N. Y. 

The Sonotone Hearing Aid, Model 977, is a three tube in- 
strument powered by one A-battery (1.5 volt mercury) and 
one B-battery (30 volt zinc-carbon). 
This instrument may also be used 
with a 22 volt B-battery and an 
adapter, as an alternative to the 30 
volt battery. A choice of five re- 
ceivers is offered. The total weight 
of the instrument with batteries, re- 
ceiver cord, and receiver depends on 
this choice and ranges from 175.6 to 
188.2 gm. 

The instrument has a feature re- 
ferred to either as a “self-control” 
noise suppressor, or automatic 
volume control (AVC). This volume- 
limiting control limits the maximum 
level of output to a choice of one of 
three levels regardless of the input. 

Evidence from acceptable sources indicated that the instru- 
Ment was satisfactory in construction and operation. 


Sonotone Hearing Aid, 
Model 977 
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Technicon-Huxley Chest-Abdomen Respirator Pump and Cui- 
rasses 
Conitech, Ltd., 215 E. 149th St., New York 51, N. Y. 

The Technicon-Huxley Chest-Abdomen Respirator Pump and 
Cuirasses are intended for use in artificial respiration, par- 
ticularly in poliomyelitis. The assembly consists of a set of 
four cuirasses, a power unit mounted on casters, and a flexible 
pipe or hose. The four cuirasses represent a range of sizes 
from child to adult. The edges of the cuirasses, which main- 
tain air-tight contact with the 
patient’s skin, are made of a 
spongy material resembling 
foam rubber. The pump is elec- 
trically driven, requires 60 cycle 
alternating current at 110 volts, 
and draws 175 watts. 

The respirator is shipped in 
two crates, measuring 76 by 46 
by 46 cm. (304 by 18% by 
18'2 in.) for the power unit, 
and 64 by 45 by 69 cm. (25% 
by 18 by 27% in.) for the cui- 
rasses. The former weighs 50  Technicon-Huxley Chest-Abdomen 
kg. (110 Ib.); the latter, 23 kg. Respirator Pump and Cuirass 
(50 Ib.). Unpacked, the power 
unit measures 60 by 39 by 40 cm. (24 by 15% by 16 in.) and 
weighs 43 kg. (95 Ib.). 

The frequency can be adjusted between 12 and 26 respira- 
tions per minute. The stroke volume is about 1,100 cc. Nega- 
tive pressure can be controlled up to 40 cm. water; positive 
pressure can also be applied. 

Evidence indicating sound construction and _ satisfactory 
operation was obtained from sources acceptable to the Council. 


Sonotone Hearing Aid, Model 1010 


Sonotone Corporation, Elms- 
ford, N. Y. 

The Sonotone Hearing Aid, 
Model 1010, has two vacuum 
tubes, one transistor, a 1.25 volt 
A-battery, and a 15 volt B-bat- 
tery. The body of the instru- 
ment, which is extremely thin, 
measures 76 by 43 by 15 mm. 
and weighs 75 gm. The two bat- 
teries weigh 23 gm., and the 
earphone with receiver cord 
weighs 11 gm., bringing the total 
weight to 109 gm. The Council 
obtained evidence indicating sat- 
isfactory construction and oper- 
ation. 


Sonotone Hearing 
Model 1010 


Normatone Hearing Aid, Model D-53 


Johnston Hearing Aid Mfg. Co., 708 W. 40th St., 
apolis 8. 

Distributor: Normatone Hearing Aid Company, 22 E. Seventh 
St., St. Paul 1. 

The Normatone Hearing Aid, 
Model D-53, has three vacuum tubes 
and is powered by two zinc-carbon 
batteries: an A-battery supplying 1.5 
volts, and a B-battery supplying 22.5 
volts. The body of the instrument is 
enclosed in a case made of a thermo- 
plastic substance, measures 83 by 57 
by 20 mm., and weighs 81 gm. With 
earphone, receiver cord, and the two 
batteries the total weight is 141 gm. 
There is no adjustable tone control 
and the volume control includes the Normatone Hearing Aid, 
off-on switch. Model D-53 

The Council obtained evidence in- 
dicative of satisfactory construction and operation. 


Minne- 
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THE RABIES PROBLEM 


An outbreak of rabies in Chicago has emphasized the 
importance of mustering all knowledge of the disease 
and its control for a realistic attack on the problem. 
Unfortunately it is commoner than generally believed. 
Furthermore, it is found in many animals other than dogs 
and foxes, including cattle, skunks, cats, horses, squir- 
rels, sheep and other warm-blooded creatures. 

Rabies is one of the oldest diseases known to man- 
kind. It was mentioned in the Pre-Mosaic codes of 
Biblical peoples and described with amazing accuracy 
by Democritus, Aristotle, and Celsus. The causative 
agent was first found in the saliva of rabid dogs by 
Zincke in 1804, and a few years later Magendie and 
Bouchet were able to infect dogs with the saliva from 
human patients with this disease. The greatest contribu- 
tion to the knowledge of rabies was the classical work 
of Pasteur with his famous nerve tissue studies and the 
modification of the virus by continuous passage, which 
led to the first effective vaccine. 


Although the disease spread through every country 
of Europe in the 18th century, Norway, Sweden, Den- 
mark, and the British Isles were able to eliminate the 
disease by ruthless sanitary measures, and importation 
quarantine enforcement has kept them rabies-free to this 
day. It was first recorded in what is now the United 
States in 1753 and soon spread westward with the 
growth of the nation. The disease is ubiquitous. Climate 
and season have no influence on its occurrence. It is 
found in the Arctic regions as well as the tropics of the 
old and new worlds. The infection depends entirely on 
the entrance of virus-laden saliva into a wound generally 
inflicted by the bite of the rabid animal. Attack rates in 
this disease depend on (1) the presence and amount of 
virus in the saliva of the biting animal; (2) the location 
of the bite on the body (bites around the head, neck, 
and face are the most dangerous; around the hands, feet, 
arms, and legs next in importance; and on the trunk 
least important); (3) the multiplicity of the bites; (4) 
the depth of the bite; and (5) the interposition of cloth- 
ing. These factors should be considered in decisions on 
the intensity of vaccine treatment required. The rabies 
virus is an extremely labile organism and loses its viru- 
lence rapidly when exposed to light, heat, and drying. 
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Thus, fomites or indirect exposure by contaminated 
objects are of no real significance, because the virys is 
destroyed so easily in the atmosphere. The diagnosis is 
confirmed by the demonstration of Negri bodies in the 
brain of the suspected animal or by isolation of the 
rabies virus in the mouse after intracerebral inoculation 
of the mouse with emulsified brain tissue from the sys. 
pected animal. A recent advance in diagnostic tech- 
niques is the isolation of virus from the salivary glands. 
This procedure will indicate whether a bite has entailed 
a definite risk because rabies virus is shed in the saliva 
of only 50 to 75% of animals proved rabid. 

On the basis of advances in rabies research, the World 
Health Organization (WHO) Expert Committee op 
Rabies has made some pertinent recommendations te. 
garding the treatment of exposed persons as well as on 
the control of the disease. Bite wounds should be 
cleansed with soap or detergent solution. The use of 
strong mineral acids (e. g., nitric acid) may be resorted 
to in the case of a deep puncture type of bite wound 
that cannot be efficiently cleansed with soap or detergent 
solution. A review of indications for specific treatment 
with rabies vaccine is given in a chart prepared by the 
WHO Expert Committee dealing with intensity of treat- 
ment schedules based on the nature of the exposure and 
the clinical condition of the biting animal. In this con- 
nection, it is of paramount importance to capture and 
impound the biting animal for clinical observation 
whenever possible. 

Antirabic inoculations are not without danger, and 
attention has been repeatedly called to the hazard of 
postrabies vaccinal paralysis in children who are sub- 
jected to the heavy doses of antirabies vaccine required 
when face bites occur. Recently a report of 14,119 per- 
sons given vaccine for rabies in Hong Kong showed that 
only 17 suffered temporary paralysis of a muscle after 
the inoculations, or an incidence of 1.2 per thousand 
persons inoculated. 

A new development in the specific biological treat- 
ment of exposed persons is the use of hyperimmune anti- 
rabies serum. Growing experimental evidence of the 
value of antirabies hyperimmune serum has prompted 
the committee to recommend that serum followed by the 
usual course of vaccine be used in cases of severe human 
exposure. One serum injection with 0.5 ml. per kilogram 
of body weight should be given within 72 hours of the 
bite or sooner. Hyperimmune serum is not yet available 
commercially, but some health departments have access 
to it on a field experimental basis. 


Experience has shown that sound local rabies control 
programs should include the following minimum require- 
ments: 1. Mass immunization of dogs. This should be 
carried out-intensively on a schedule that aims at the 
vaccination of all owned dogs within the shortest pos- 
sible time. In the face of a serious outbreak at least 70% 
of the entire dog population of the county should be vac- 
cinated within a two to three week period. 2. Elimina- 
tion of all stray dogs. Mass immunization will not reach 
the stray or ownerless dog, which remains as a potential 
threat in transmission of rab‘es. An efficiently conducted 
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rogram requires the operation of a local pound or 
humane shelter where stray animals may be kept for a 
few days and, if unclaimed at the end of that period, 
gestroyed humanely. Collection of strays should be 
carried out by teams of dog wardens and assistants in 
roperly equipped trucks. Licensing or registration of 
all dogs is an important adjunct of a successful program. 
It properly enforced, it identifies the ownerless strays, 
helps to defray the expenses of control activities, and 
assures a reasonably accurate dog census. 3. Reduction 
of excess numbers of wildlife vectors. Outbreaks of 
rabies in wild animals, particularly foxes, occur generally 
when the population of the species becomes particularly 
dense in an area. Organized county-wide trapping pro- 
srams are the most effective means of reducing this over- 
population to a safe level in areas menaced by fox rabies. 


Other important measures are restraint of dogs while 
the control campaign is under way and pursuit of a con- 
tinual and energetic publicity campaign. Essential to the 
success of the program is good organization under health 
department and veterinary medical auspices, with the 
fullest use of all technical resources in the community. 
The most significant single advance in rabies control in 
the past few years is the successful use of canine pro- 
phylactic vaccination. Laboratory and field demonstra- 
tions have shown that mass immunization of dogs is an 
essential phase of a successful rabies control program. 
Recent experimental work has shown that live modified 
virus vaccine (Flury strain) prepared from chicken em- 


bryos produces superior immunity in dogs that lasts for at 
least three years after a single intramuscular inoculation. 


PATHOGENICITY OF ESCHERICHIA COLI 


Diarrhea in infancy is still an important cause of death 
in the first few weeks of life and is the scourge of hos- 
pital nurseries. In addition to the causes that have long 
been recognized, a great mass of evidence has been ac- 
cumulating in recent years that would indicate that al- 
though most strains of Escherichia coli are harmless there 
are strains (notably 0111 and 055; others less frequently) 
that may cause severe diarrhea in infants and adults and 
in infants may even cause death.’ This evidence at first 
was based on the finding that one of these strains predomi- 
nated in the stools of the affected infants but not in those 
unaffected; that an outbreak coincided with the intro- 
duction into a nursery of organisms of the serogroups 
0111 (or 055, 026, etc.) and ceased with the disappear- 
ance of this strain from the nursery. It is a characteristic 
of this disease that it is severe in the very young, is highly 
contagious, and tends to recur both clinically and bac- 
teriologically. 

In order to determine whether there was other than the 
epidemiological evidence mentioned for the pathogeni- 
tity of these strains of Esch. coli serological tests were 
made.* Since there was no antibody response in infants 
after an attack of diarrhea associated with strains 0111 
and 055 in the stools, a hemagglutination test was de- 
veloped and it was found that volunteers who ingested 
cultures of strain 055 responded with an increase in titer 
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of homologous Esch. coli hemagglutinin. These same 
volunteers did not show an increase in titer to heterol- 
ogous Esch. coli hemagglutinin. Other volunteers acting 
as controls who ingested innocuous strains did not show 
any increase in titer of Esch. coli 055 hemagglutinin. In 
volunteers who ingested cultures of strains 0111 or 055 
mild to severe diarrhea developed, but this did not occur 
in the control subjects. H as well as O strains of this sero- 
group should be included in epidemiological studies.'* 

The exact mode of transmission of this infection is not 
known. The presumably pathogenic strains have been 
cultured from feces, rectal swabs, nasopharyngeal swabs, 
furniture, towels, rubber nursing nipples, and the hands 
of nurses.* Cross infection on wards has been observed 
frequently, and carriers have been found among adults. 
In one nursery in which an epidemic occurred it was 
found that the babies were taken to their mothers in a 
vehicle used by all, the bathing table was used in common 
by sick and well babies, and a common container held 
all the rectal thermometers.*¢ More careful control of 
ward sanitation usually checks epidemics. Failure of 
these measures to do so may be due to inadequate control 
procedures or to a failure to attack the true mode of 
spread, which may be alimentary, respiratory, or both.® 

Chlortetracycline, oxytetracycline, and chloramphen- 
icol have been used successfully to suppress Esch. coli 
0111 and 055 in the stools. This always leads to clinical 
improvement, thereby adding another link to the chain 
of evidence of the pathogenicity of these organisms.* 
Chloramphenicol-resistant strains have been observed 
after treatment with this drug, and persons with cross in- 
fections in one study * were all found to harbor chloram- 
phenicol-resistant organisms. On the other hand, neo- 
mycin was found to cure the infected infants in one 
epidemic without producing neomycin-resistant strains, 
and in this epidemic there were no deaths. 

It may be concluded that epidemic diarrhea in infants 
is still a serious disease, which may be produced by a 
variety of organisms. There is strong evidence that cer- 
tain serogroups of the usually innocuous Esch. coli may 
cause serious and even fatal disease in infants. The causa- 
tive organism in epidemics of infantile diarrhea should be 
determined, and in such determinations the possibility 
that this may be a pathogenic strain of Esch. coli should 
not be overlooked. 





1. (a) Wheeler, E., and Wainerman, B.; The Treatment and Prevention 
of Epidemic Infantile Diarrhea Associated with Escherichia Coli 0111 by 
the Use of Chloramphenicol and Neomycin, A. M. A. Am. J. Dis. Child, 
86: 350-353 (Sept.) 1953. (6) Taylor, J., and Charter, R. E.: The Isolation 
of Serological Types of Bact. Coli in Two Residential Nurseries and Their 
Relation to Infantile Gastroenteritis, J. Path. & Bact. 64: 715-728 (Oct.) 
1952. (c) Wright, J., and Roden, A. T.: Escherichia Coli 0 55 B 5 Infec- 
tion in a Gastroenteritis Ward: Epidemiological Applications of H Antigen 
Type Determinations, Am. J. Hyg. 58: 133-147 (Sept.) 1953. (d) Neter, E.; 
Korns, R. F., and Trussell, R. E.: Association of Escherichia Coli Sero- 
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Newborn Infant in New York State During 1947, Pediatrics 12: 377-383 
(Oct.) 1953. 
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ORGANIZATION SECTION 


RHODE ISLAND MEDICAL SOCIETY 


To permit readers of THE JouRNAL to become better 
acquainted with the activities of state medical associations 
articles describing them will appear from time to time in these 
pages.—ED. 


The Rhode Island Medical Society was established in 1812. 
Dr. Robert Jeoffreys, holder of the earliest license granted in 
Rhode Island, was in 1641 “authorized to exercise the function 
of Chirurgerie.” The first medical degree conferred in any of 
the colonies was that bestowed on Capt. John Cranston in 1664 
by act of the colonial legislature, which reads: “Whereas the 
Court hath taken notice of the great blessing of God on the 
good endevers of Captayne John Cranston of Newport, both in 
phissicke and chirurgery, to the great comfort of such as have 
had occasion to improve his skill and practice etc. The Court 
doe therefore unanimously enacte and declare that the said 
Captayne John Cranston is lycenced and commistioned to ad- 
minester phissicke, and practice chirurgery throughout this 
whole Collony and is by this court styled and recorded Doctor 
of phissicke and chirurgery by the authority of this the Gen- 





Headquarters of Rhode Island Medical Society. 


erall Assembly of this Collony.” During the following century, 
according to records uncovered by the late Dr. W. S. Sherman, 
Dr. William Hunter of Newport delivered in January and Feb- 
ruary, 1755, the first advertised public course of medical lec- 
tures given in the colonies. Shortly after the beginning of the 
next century, Rhode Island College, to which Nicholas Browne 
Jr. had given $5,000, became Brown University and, in accord- 
ance with its charter rights, conferred the M.D. degree on Solo- 
mon Drowne. In 1811 its school of medicine was opened. 
Lacking endowment, library, laboratories, and clinics, it never- 
theless had three professors, each with a chair of his own: Dr. 
Drowne, materia medica and botany; Dr. William Ingalls, 
anatomy and surgery; and Dr. William Corlis Bowen, “chym- 
istry.” 

One year later the medical society, strongly advocated by 
these men and several of their contemporaries, came into being. 
Forty-nine men from all sections of the state signed the act of 
incorporation, and Dr. Amos Throop became the first president 
of the Rhode Island Medical Society. The largest number of 
founders came from Providence (14) and Newport (7), and these 
cities were designated as host to the annual meeting in alternate 
years. In “Early Medical History in Rhode Island and the Rhode 
Island Medical Society,” the late Dr. Walter L. Munro pointed 
out: “The meetings were held at various places but especially 
in the Colony House at Newport and the old State House in 
Providence. There was, of course, a dinner or at least a 
luncheon. Going over the old records, one is led to infer that 


the privilege of providing (and paying for) the banquet was One 
of the perquisites of the President in office. Dr. Eldredge hinis 
delicately that it seemed to him at times that the attendance at 
the dinner was even larger than at the meeting.” In 1846 the 
meetings became semiannual, the place of the midyear meeting 
being determined by vote, and in 1866 quarterly, the annua) 
meeting being held in Providence in June. 

In legislative and civic projects, in the furtherance of meqj. 
cine and public health, the society has a brilliant history of 
achievement. In 1800 a Newport physician, Dr. Benjamin Water. 
house, introduced vaccination to this country, and 56 years late; 
Dr. Edwin M. Snow made Providence one of the first cities jp 
the United States to require vaccination against smallpox as q 
qualification for school enrollment. Dr. Levi Wheaton, a sy. 
geon in the Revolutionary War, and Dr. Joseph Mauran, early 
presidents of the society, led the fight against Asiatic cholera, 
which first appeared in the United States in 1832, and it was 
through their efforts and the petitions of the society that Provi. 
dence became one of the first cities in the nation to have a full. 
time superintendent of health. Dr. Usher Parsons, president of 
the society 1837-1840 and the only surgeon entrusted with the 
treatment of the wounded in Commodore Oliver Hazard Perry's 
naval battle at Lake Erie, initiated the movement that finally 
resulted in the erection of Rhode Island Hospital in 1868, In 
1871, through the efforts of the society’s legislative committee, 
the legislature passed the law requiring the examination and 
registration of pharmacists and creating the Board of Pharmacy, 
and 13 years later the society was instrumental in obtaining 
passage of the Medical Examiner Act, which did away with 
most of the abuses, inadequacies, and delays of the old coroner 
system. In the interim, long agitation by the society for a state 
board of health had finally culminated in success, and subse- 
quently Rhode Island became the first state health department 
to undertake the work of free examination of sputum for the 
diagnosis of tuberculosis under the direction of the medical pro- 
fession. In 1894, after a 16 year struggle, a law governing the 
registration of physicians and regulating the practice of medi- 
cine was passed—a crowning achievement for the society—and 
in 1885 a board of medical examiners was created, which pro- 
vided adequate oral and written tests of the applicant’s ability. 
Originating too in the Rhode Island Medical Society were such 
institutions as the sanatorium at Wallum Lake (1906), the School 
for the Feeble-Minded (1907), and the Providence City Hos 
pital (1910). 

A widely known project of the society is the annual com- 
petition for the Fiske Fund prize, established in 1835 by Dr. 
Caleb Fiske, fourth president of the society—country doctor, 
hospital surgeon, judge of the common pleas court, banker, and 
financier. Dr. Fiske provided that nine-twelfths of the income 
of the fund be devoted to a prize to be given annually to the 
best essay on a subject or subjects to be assigned by the trustees, 
and that two-twelfths be set aside as remuneration for the trus- 
tees, adding “And it is also believed that said trustees . . . will 
frequently, if not uniformly, render their service gratuitously, 
whereby a further addition may be made to said fund.” Under 
this proviso the fund has increased many fold, and the prize, 
originally $40, is now $250. 


Need for the headquarters of the society was felt long before 
the building itself materialized. The first donation toward 4 
building fund, a gift of $500, was made in 1882. In 1887 the 
General Assembly granted the right to hold property up 
$100,000 in value, but it was only when faced with the necessit) 
of removing its books from the public library that the society 
was finally goaded into action. On June 1, 1911, 99 years after 
the founding of the society, the cornerstone was laid, and ont 
year later the building was formally dedicated and opened with 
ceremonies at which Dr. Abraham Jacobi, President of the 
American Medical Association, gave the principal address. The 
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building, at 106 Francis St., Providence, was dedicated as a state 
medical library, owned and maintained by the society. Its 38,000 
bound volumes and journals, in charge of a full-time librarian 
and assistant, are housed for reference by the citizens of Rhode 
Island. It has a fine reading room and an ample auditorium 
that serves as the meeting place for the society and for the Provi- 
dence Medical Association. In July, 1942, the society created a 
central office at the Medical Library with a full-time executive 
secretary in charge. The Rhode Island Medical Journal has been 
issued under the direction of the society since 1917. Officers of 
the society are Dr. Earl F. Kelly, Pawtucket, president; Dr. 
Henri E. Gauthier, Woonsocket, president-elect; Dr. Herbert 
FE. Harris, Providence, vice-president; Dr. Thomas Perry Jr., 
Providence, secretary; Dr. John A. Dillon, Providence, treas- 
urer; and John E. Farrell, Sc.D., Providence, executive secre- 
tary. The approximately 800 members of the society represent 
seven constituent medical associations, which include the cities 
of Providence, Pawtucket, and Woonsocket, and the counties 
of Bristol, Kent, Newport, and Washington. 


A, M. A. VIEWS ON H. R. 7341 
February 3, 1954 
The Honorable Charles A. Wolverton, Chairman 
Committee on Interstate and Foreign Commerce 
United States House of Representatives 
Washington 25, D. C. 
Dear Sir: 

I would like to take this opportunity, on behalf of the Ameri- 
can Medical Association, to submit for your consideration our 
views concerning H. R. 7341, 83d Congress, which is currently 
being studied by your Committee. 

It is our understanding that this bill would amend the Hos- 
pital Survey and Construction Act, as amended, so as to pro- 
vide assistance to the states in surveying the need for and in 
constructing diagnostic or treatment centers, hospitals for the 
chronically ill, rehabilitation facilities and nursing homes. 

When the Hospital Survey and Construction Act, familiarly 
known as the Hill-Burton Act, was before the 79th Congress 
it was studied very carefully by the House of Delegates, the 
Board of Trustees and by several councils of the American 
Medical Association. As a result of that study, the intent and 
purposes of the legislation received our approval. The Associ- 
ation has continued to support the law since its enactment on 
August 13, 1946. 

We are gratified to note that since the approval of the first 
projects in fiscal year 1948 approximately 50,000 hospital beds 
have been constructed under this program. In addition, approxi- 
mately 45,000 additional hospital beds are now under construc- 
tion. Apparently rapid progress has been made; projects have 
been allocated for areas where they are most needed and are 
being put into service with commendable promptness. 

It appears from the language of the pending bill that the pro- 
posed extension of federal assistance to the states in connection 
with the construction of medical facilities other than hospitals 
will be experimental in nature. The definitions of “diagnostic 
or treatment centers,” “rehabilitation facilities” and “nursing 
homes” contained in the bill are general in nature and will be 
subject to more definitive treatment through federal administra- 
tive regulations at a later date. These facts plus the lack of 
recognized standards for these facilities will place a serious re- 
sponsibility upon the Department of Health, Education and 
Welfare to promulgate regulations which will preserve maxi- 
mum local autonomy and administrative responsibility. 

Our primary recommendations with respect to this measure 
are that facilities for the chronically ill and impaired should be 
part of, or near a conventional hospital and that the original 
purpose of the Hospital Survey and Construction Act be re- 
affirmed. As you know, the original Act of 1946 and the amend- 
ment of October 25, 1949, both emphasized that the purpose 
of the Act was to assist the states in providing hospitals and 
“similar services to all their people.” We believe it is imperative 
that any facilities constructed under this proposal should also 
be available for the use and benefit of the entire community 
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rather than for any particular segment of the population. To 
insure this result it is our opinion that the original purpose of 
the Act should be restated. 

The pending bill has not been officially considered by our 
House of Delegates or Board of Trustees; however, it does not 
appear that the proposed expansion of the program constitutes 
any fundamental change in the principles embodied in the exist- 
ing law. I should like to urge therefore, on behalf of the Ameri- 
can Medical Association, that the subject legislation be reported 
favorably by your Committee, subject to the amendments in- 
dicated. 

Sincerely, 

GeorGE F. Lut, M.D. 
Secretary and General Manager. 


THE SAN FRANCISCO MEETING 


This year in San Francisco the annual meeting of the Ameri- 
can Medical Association will be held from June 21 to 25. Gen- 
eral meetings will occupy the program all of Monday and also 
Tuesday morning. One half of the sections will meet Tuesday, 
Wednesday, and Thursday afternoon and one half on Wednes- 
day, Thursday, and Friday morning. All meetings except those 
of the ophthalmology section and the Wednesday evening meet- 
ing (to be held in the Terrace Room of the Fairmont Hotel) 
will be held in a group of buildings in the Civic Center. The 
Section on Miscellaneous Topics will include a session on legal 
medicine for the first time. The telecasting of clinics and opera- 
tions will be in color, will originate in the San Francisco Gen- 
eral Hospital, and will be shown on two 4 by 6 foot screens. 
The latest and best medical motion pictures will be shown 
throughout the week. Because of the success of the evening 
showing of motion pictures at the St. Louis meeting, the world 
premiére showing of some outstanding films of broad general 
interest (titles to be revealed later) will take place at the Wednes- 
day evening meeting, with a discussion of each of these new 
films. 

In the Scientific Exhibit in the Civic Auditorium -there will 
be about 220 exhibits grouped according to the Sections of the 
Scientific Assembly. Features of outstanding interest will include 
special exhibits on fractures and blood banks. Among other 
special exhibits will be fresh pathology, sponsored by the Sec- 
tion on Pathology and Physiology; “Preceptorships in Under- 
graduate Medical Education for General Practice” by the 
Section on General Practice; and “Pulmonary Function Testing” 
by the Section on Diseases of the Chest. There will be a ques- 
tion and answer conference on cardiovascular diseases in co- 
operation with the American Heart Association and a “quiz 
corner” conducted by the editorial department of the A. M. A. 
where physicians may bring their problems to various experts 
in the different fields of medicine. 

In the Technical Exposition about 400 firms will bring to 
the attention of physicians the latest developments in new drugs, 
books, and other adjuncts to the practice of medicine. A portico 
covering nearly 40,000 square feet will be erected over the street 
in front of the auditorium. 


TELEVISION PROGRAMS 


Dates for three new “March of Medicine” television pro- 
grams have been announced by Smith, Kline and French 
Laboratories and the American Medical Association. The first 
program will be on March 11 over the National Broadcast- 
ing Company’s television network; other programs will be 
on April 29 and June 24. Like the 1953 series, the new 
“March of Medicine” programs will be presented at 10 p. m. 
(EST), replacing the “Martin Kane” show usually seen at 
that time. 

On March 11, “March of Medicine” will bring TV viewers 
up-to-date on the subject of overweight. The program will 
include scientific discussions on the cause of obesity and 
practical solutions to the weight-gaining problem. Arthritis 
and rheumatism is the topic for the April 29 show. Subject 
matter for the June 24 program, to originate from the Ameri- 
can Medical Association’s Annual Meeting in San Francisco, 
is still to be assigned. 
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REQUESTS FOR PLACEMENT AID 


More physicians are utilizing the services offered by the 
A. M. A. Physicians Placement Service than ever before, re- 
ports the Council on Medical Service. A brief look at the 
number of services rendered by the Placement Service during 
the last three months of 1953 as compared with the same 
period of 1952 shows: (1) a 95% increase in the number of 
requests from communities seeking physicians; (2) a 130% 
increase in the number of letters of inquiry from physicians 
seeking places to locate; and (3) a 364% increase in the 
number of physician visits and personal interviews in the 
A. M. A. office. The A. M. A. Physicians Placement Service 
operates in close cooperation with the 43 state physician place- 
ment services. 


QUARTERLY CUMULATIVE INDEX MEDICUS 


Volume 51 of the Quarterly Cumulative Index Medicus, 
covering literature for the first half of 1952, has been mailed 
to subscribers and is now available for purchase from the Order 
Department of the American Medical Association. At present, 
volume 52 (covering literature for the period July-December, 
1952) is in press, but it will not be ready for distribution for 
several months. 


FEDERAL MEDICAL LEGISLATION 

Appropriations for Office of Vocational Rehabilitation 
Senator Kefauver (D., Tenn.) in S. 2837 proposes to amend 

the Appropriations Act of 1954 to delete the provision limiting 

the federal share to $1 for each 75 cents contributed by the 

state for its Vocational Rehabilitation service. The bill was re- 

ferred to the Appropriations Committee. 


Federal Board of Hospitalization 

Congressman Evins (D., Tenn.) proposes in H. R. 7474 to 
establish a Federal Board of Hospitalization, to be composed 
of seven government officials from various parts of the execu- 
tive branch of the government. This board would study federal 
hospital activities and make recommendations (1) “To prevent 
overlapping, duplication, and overbuilding of such facilities; (2) 
to insure the most efficient and complete utilization of the total 
hospital, convalescent, and domiciliary facilities of the Federal 
Government by each department and agency; (3) to determine 
the need for existing or additional hospital, convalescent, and 
domiciliary facilities of each department and agency; (4) to de- 
termine the area and locality in which such additional facilities 
should be provided; (5) to determine the extent to which non- 
Federal facilities may be used to supply beds for any department 
or agency; (6) to develop a complete over-all plan relative to 
facilities for providing within or through the Veterans’ Admin- 
istration adequate hospitalization and domiciliary care for per- 
sons who have served in the Armed Forces of the United States; 
(7) to make studies and recommendations with respect to such 
matters as may be referred to the Board by the President, or 
by any member of the Board.” 

This bill, which is identical with H. R. 2862 (Rogers, Mass.) 
and similar to H. R. 633 and S. 1436 previously reported, was 
referred to the Veterans Affairs Committee. 


Medical Committee on Alcoholism 

Congressman Radwan (R., N. Y.) would establish in H. R. 
7531 a medical committee on alcoholism to advise and co- 
operate with the U. S. Public Health Service in promoting edu- 
cation on alcoholism throughout the federal agencies, states, 
and educational bodies and advise on the establishment of 
clinics on alcoholism. This advisory committee would consist of 
7 to 15 members, all physicians, who would be appointed by 
the President and would serve five year terms without pay. This 
bill was referred to the Interstate and Foreign Commerce 
Committee. 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 








J.A.M.A., March 6, 1954 


STATE MEDICAL LEGISLATION 


Kentucky 


Bills Introduced.—H. 290, proposes a Kentucky board of optometrie 
examiners to provide for the regulation of the practice of optometry H 
301, proposes the creation in the department of Kentucky state police of 
a bureau of criminal identification and statistics. S. 129, proposes that an 
physician licensed to practice medicine in Kentucky who is a member nd 
good standing in the Kentucky State Medical Association and of the medi. 
cal association of the county in which he resides or in which he prac. 
tices shall be permitted to practice in any hospital totally or partially Sup. 
ported by public funds. ; 


Massachusetts 

Bills Introduced.—H. 2353, proposes the creation of a special com: 
mission to investigate and study the advisability of establishing a state 
medical and dental school under the jurisdiction of the University of 
Massachusetts. H. 2390, App. B, proposes to revive and continue the 
special commission established to make an investigation relative to the 
sale, furnishing, delivery, exchange, and use of narcotic drugs within 
the commonwealth. 


Michigan 

Bills Introduced.—H. 229, proposes to require every supervisor or |ab. 
oratorian in charge of any laboratory registered with the Michigan depart. 
ment of health to give notice in writing of every positive laboratory test 
for communicable disease performed by said registered laboratory. H. 242, 
to amend the law relating to tuberculosis, proposes to authorize county 
probate courts to direct the isolation of persons suspected of having tuber. 
culosis but who are unwilling to submit to an examination and to furnish 
specimens for laboratory study. H. 287, proposes to repeal the basic 
science act. H. 290, to amend the law relating to chiropractic, proposes 
to redefine chiropractic as being the diagnosis of human ailments and 
the prevention and correction of such ailments by the removal of nerve 
interferences and the adjustment of the spinal column and other joints 
and tissues, the procedure preparatory to and those common measures 
incidental to the prevention and correction of such ailments. This shall 
not be deemed to include the use of medicinal drug treatments or the 
practice of operative surgery or the practice of midwifery. The present 
law limits the activities of the chiropractor to hand manipulation. H. 412, 
proposes to authorize the Michigan department of health to establish, 
when necessary, reasonable standards of maintenance and operation for 
hospitals within the state and to provide for periodic inspections of the 
hospitals to determine whether or not they comply with the standards, 
S. 1166, proposes certain amendments to the law relating to osteopathy, 
chief among which is the substituting of the words “osteopathic medicine 
and surgery” for the word “osteopathy” in the present law, and also e 
rewording of the grounds for revocation of a license of an osteopathic 
physician or surgeon. S. 1255, proposes, among other things, to require 
every practicing physician who shall examine any person and find that 
such person is addicted to the use of narcotic drugs to make a report 
thereof to the health officer of the county, city, township, or district in 
which such person is a resident. S. 1257, proposes the creation of a 
Michigan commission on the aging to study and investigate the employ- 
ment, economic, health, educational, recreational, housing, institutional 
care, and other needs of aged persons. S. 1258, proposes to amend the 
hospital survey and construction act by defining a hospital as including 
outpatient departments and mental rehabilitation and convalescent facill- 
ties in which patient care is under the professional supervision of persons 
licensed to practice medicine in Michigan. 


Mississippi 

Bills Introduced.—S. 1405, proposes the creation of a board of chiro- 
practic examiners and defines chiropractic as the science, art, and philosophy 
of things natural; a system of locating and adjusting the subluxations of 
the articulations of the human spine and its adjacent tissues for the cor- 
rection of the cause of disease. §. 1425, proposes regulations for the 
conducting of autopsies for the purpose of determining the primary and/or 
contributing causes of death in the interest of public health in criminal 
cases and other forensic cases of disease, or for the purpose of deter- 
mining the extent of the diseased condition for scientific and/or statistical 
purposes. Under the proposal, any physician duly licensed by the Mis- 
sissippi state board of health may perform an autopsy, but it is preferable 
that such person be certified in pathological anatomy by the American 
Board of Pathology. 


New Jersey 

Bills Introduced.—A.C.R. 11, proposes the creation of a joint com- 
mission to study the possible sources of funds for the proposed medical 
and dental coliege of New Jersey from foundations and other private 
sources. A. 44, proposes an appropriation to the department of institu- 
tions and agencies for the treatment of persons using narcotics, A. 56, 
to amend the workmen’s compensation act, proposes that an injured 
employee may, when care is required, select to treat him any duly licensed 
physician and provides that if the employee is unable to make the selec 
tion for any reason, then the employer shall promptly provide him with 
the necessary medical care. A. 151, proposes to set aside the funds of the 
Veterans Loan Guaranty and Insurance Fund into a special fund to be 
known as the Medical and Dental College of New Jersey Fund to be used 
for the creation and establishment of a medical and dental college in 
New Jersey. 
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New York 
Bills Introduced.—A.R. 78, proposes that the joint legislative committee 
make a survey and study of the social, educational, and physical prob- 
Jems of persons afflicted with cerebral palsy. A. 1369, proposes regula- 
tions for the compulsory care, treatment, guidance, and rehabilitation of 
narcotic drug users. A. 1381, proposes that membership corporations fur- 
nishing medical expense indemnity shall include podiatric care previded 
through duly licensed podiatrists. A. 1451 and S. 1182, to amend the law 
relating to health and welfare services for school children, propose that 
such services shall be available to all children attending school, whether 
such school be public or private. A. 1654 and S. 1356, to amend the 
education law in relation to prorated medical expense indemnity allow- 
ances, propose that nothing shall prohibit a medical expense indemnity 
corporation pursuant to its contract with the subscriber from prorationing 
a medical expense indemnity allowance among two or more physicians in 
proportion to the services rendered by each such physician at the request 
of the subscriber, provided that prior to payment thereof such physicians 
shall submit both to the medical expense indemnity corporation and to 
the subscriber statements itemizing the services rendered by each such 
physician and the charges therefor. A. 1675, to amend the law relating 
to osteopathy, proposes that no person who is blind but otherwise qualified 
pursuant to the requirements of the law, shall be denied the additional 
rights provided for except that such additional rights shall not include 
the right to perform any act of surgery nor the right to administer drugs 
or anesthetics. A. 1685, proposes to prohibit a person from selling or 
offering to sell the eye of a human being during his lifetime and proposes 
that any contractual arrangement or understanding wherein or whereby the 


eve of a living or deceased human being is sold or offered for sale shall 
be deemed to be contrary to public policy. Nothing in the proposal would 
prohibit a person from donating, without fee, the eye of a human being 


during lifetime or prohibit any person from the right to direct the manner 
in which his body or parts of his body may be disposed of after his death. 
A. 1736, A. 1738, and S. 1466, propose the creation of a state board of 
ch'ropractic exam:ners and defines chiropractic as a system of therapeutics 
based on the premise that all physiological processes of the human body 
are coordinated by the nervous system; that interference with the nerve 
control of these processes impairs their function and induces disfunction 
or disease by rendering the body less resistant to infection or other ex- 
citing causes. Its therapy is designed to detect and correct by manual 
or mechanical means structural imbalance, distortion, or subluxation of 
the human body for the purpose of moving nerve interference, where 
such interference is the result of or related to distortion, misalignment, 
or subluxations of or in the vertebral column. A. 1768 and S. 1479, pro- 
pose the creation of a temporary state commission to be known as the 
commission on licensure in the healing arts, for the purpose of making 
a comprehensive study and survey of the present laws of the state govern- 
ing the licensure of professional practice, including the laws relating to 
optometry, dentistry, pharmacy, nursing, podiatry, osteopathy, and physio- 
therapy, and to consider the necessity or desirability of extending, adding 
to, or otherwise revising the present laws of the state to require the 
licensing of other practices relating to human health and physical or 
mental well-be’ng. A. 1823 and S. 1557, propose the creation of 50 state 
scholarships for professional nursing. A. 1908, to amend the public health 
law, proposes that reports forwarded to the state department of health 
relating to cancer and other malignant tumors shall be made available 
on certification by the state department of health to any duly licensed 
physician practicing in New York state who desires such report for pur- 
poses of cancer research. A. 1912 and S. 1834, to amend the law relating 
io mental hygiene, propose to authorize the commissioner to examine, 
inspect, and investigate mental hygiene clinics, child guidance clinics, or 
other facilities treating mental illness, epilepsy and emotional disorders. 
A. 1913, to amend the law relating to the certification of qualified psy- 
chiatrists, proposes that such persons shall have had five years’ training 
and experience approved by the board in the care and treatment of per- 
sons suffering from mental disorders. A. 1917, to amend the mental 
hygiene law relating to the appointment and qualification of a commis- 
sioner of mental hygiene, proposes that such commissioner shall be a 
reputable physician duly licensed to practice medicine in the state of New 
York, who shall have had at least 10 years’ experience in the practice 
of his profession, confined wholly or substantially to the care and treat- 
ment of persons suffering from nervous and mental disorders of which 
at least five years shall have been as administrative head of a public 
institution for the care and treatment of persons afflicted with nervous 
and mental disorders or any position of similar and equivalent adminis- 
trative responsibility. A. 2014 and S. 1642, propose the creation of a state 
board of physiotherapy examiners. A. 2015 and S. 1687, propose the 
enactment of a comprehensive state-wide system of health insurance. 
A. 2025 and §, 1587, to amend the public health law, propose conditions 
under which a deceased person may authorize aissection of his body after 
his death and propose the classes of person who may consent to such a 
dissection in the event that the deceased has made no direction prior to 
his death. A. 2027 and S. 1254, propose that in any case in which a 
State or political subdivision pays all or part of the cost for medical or 
dental expense indemnity or hospital service the subscriber shall have the 
tight to select for such expense indemnity or service any nonprofit medical 
care plan authorized by the superintendent of insurance. A. 2103, pro- 
Poses to make it unlawful for any employer to require any employee or 
applicant for employment to pay the cost of a medical examination or the 
cost of furnishing any records required by the employer as a condition 
of employment. A. 2039 and S. 1291, propose to make municipalities 
liable for the malpractice of resident physicians and interns under certain 
circumstances. A. 2186, to amend the mental hygiene law, proposes to 
authorize the commissioner to set aside a building for the purpose of 
conducting studies in causes, nature, and treatment of senile psychoses, 
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to discover and apply more efficient measures of prevention, treatment, 
and cure of such disorders. A. 2191 and §S. 1774, propose an appro- 
priation to the state department of health for the purpose of conducting 
experiments in cooperation with the medical society of New York state 
in mass detecting diseases in their early stages through the process of 
multiphasic screening. A. 2324, proposes the establishment as part of the 
department of health of a heart institute for the purpose of research and 
training as to the cause and cure of heart diseases. S. 1072, proposes to 
make it unlawful for any person to present any television program depict- 
ing a physician or nurse endorsing any product or making any report on 
a product unless such person actually is a licensed physician or nurse. 
S. 1121, proposes to authorize membership corporations furnishing medical 
expense indemnity to furnish podiatric care provided through duly licensed 
podiatrist. S. 1269, proposes to make it unlawful for any person to obtain 
or attempt to obtain a barbiturate drug or prescription by fraud or forgery. 
S. 1285, proposes regulations for the temporary licensing of physiothera- 
pists working under the supervision of a duly incorporated hospital or 
clinic or a political subdivision of the state. S. 1356, to amend the law 
relating to prorating medical expense indemnity allowances, proposes that 
nothing shall prohibit a medical expense indemnity corporation from pro- 
tating a medical expense indemnity allowance among two or more physi- 
cians in proportion to the services rendered by each such physician at 
the request of the subscriber, provided that prior to payment thereof 
such physicians shall submit both to the medical expense indemnity cor- 
poration and to the subscriber statements itemizing the services rendered 
by each such physician and the charges therefor. S. 1408, to amend the 
education law, proposes increased penalties for the illegal practice of 
medicine. S. 1440, proposes to repeal the law relating to smallpox vacci- 
nation reports by physicians. S. 1642, proposes the creation of a state 
board of physiotherapy examiners. S. 1654, proposes to authorize the use 
of the injunctive process to restrain violations of the medical practice act. 
S. 1777, proposes the establishment of an adult hygiene and geriatrics 
program designed to improve and protect the health and vitality of middle- 
aged and elderly citizens of the state. S. 1789, to amend the education 
law, proposes to redefine the practice of medicine as including mental or 
nervous disorders. S. 1850, proposes an appropriation to the state depart- 
ment of health for the purpose of conducting a pilot experiment in the 
physical rehabilitation of old persons in old-age homes, nursing homes, 
or hospitals and a community demonstration project in physical rehabili- 
tation in a small and moderate-sized community. 

Bill Enacted.—A. 4, has become Ch. 10 of the Laws of 1954. It is a 
community mental health services act. 


South Carolina 

Bills Introduced.—H. 1750, proposes that no superintendent of any insti- 
tution of learning and no school board or principal of the school board 
shall admit as a pupil any child or person who cannot produce sSatis- 
factory evidence of having been vaccinated for smallpox and inoculated 
for diphtheria as often as may be directed by ordinance of the city or 
town in which the school is located. H. 1751, proposes that every doctor, 
midwife, nurse or Other person attending the delivery of a child shall 
instill or have instilled into the eyes of the baby within one hour after 
birth, some effective prophylactic approved by the state department of 
health for the prevention of blindness from ophthalmia neonatorum. 
S. 504, proposes the creation of a state board of homeopathic medical 
examiners. 


Virginia 

Bills Introduced.—H.J.R. 31, proposes to direct the advisory legislative 
council to make a study and report upon such measures as are necessary 
for the control and elimination of rabies. H. 56, proposes a licensing 
law for opticians. H. 146, proposes to require each physician, optometrist, 
or other person, who upon examination of the eyes of any person deter- 
mines that such person is blind, to immediately report the name and 
address of such person to the proper state authority. H. 326, proposes 
to authorize the maintenance of a hospital farm for the care, treatment, 
and rehabilitation of inebriates. H. 343, proposes that any physician or 
other practitioner who makes an examination physical or mental of a 
person shall, upon the written request of such person, furnish a copy of 
all reports made of such examination or treatment. S.J.R. 7, proposes 
a creation of a commission to study the medical scholarship program. 
S.J.R. 18, proposes the creation of a commission to study the desirability 
and feasibility of providing specially designed geriatric facilities for the 
care of aged patients. S. 32, to amend the law relating to the defini- 
tion of dangerous drugs, proposes to include in such list, among others, 
amphetamine, the antibiotics penicillin and streptomycin, and drugs that 
have been found by the State Board of Pharmacy to be dangerous. 
S. 47, to amend the medical practice act, proposes to exempt therefrom 
members of the Air Corps in active service. S. 48, to amend the medical 
practice act, proposes certain changes in the listing of grounds for the 
revocation of a license by, among other things, adding the use of intoxi- 
cating liquors, narcotics, or drugs to the extent that the licentiate is unfit 
for the performance of his professional obligations and duties. S. 100, 
proposes to require persons desiring to employ as a domestic servant to 
furnish the employer with a certificate from a physician licensed to prac- 
tice medicine in the state or from the public health officer for the county 
or city in which the person resides, certifying that such person is not 
suffering from any infectious, contagious, communicable, or dangerous 
disease. S. 181, proposes regulations for the control of rabies. S. 203, 
proposes regulations for the granting of scholarships to medical students 
who will agree to engage in the roll of practice of medicine in Virginia 
after their graduation. 








CALIFORNIA 

Hospitals Built with Hill-Burton Aid.—The Hospital Survey 
and Construction Program (Hill-Burton), which was passed by 
the 79th Congress, and which became effective Aug. 13, 1946, 
established a basis for the allocation of federal funds to assist 
local communities throughout the nation in building hospitals 
and health facilities. The state of California by enactment of 
chapter 327, Statutes of 1947, established the legal basis for 
California’s participation in this national program. A brochure, 
entitled “Hospitals for California,” published in January, 1953 
as a progress report on the administration of the program be- 
tween 1946 and 1952, points out that the Hill-Burton act and 
the state law passed made it possible for communities to secure 
financial assistance in constructing general hospitals, tubercu- 
losis hospitals, chronic disease hospitals, mental hospitals, and 
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When a project is completed, the local community organization 
that sponsors the project has clear title to the facility and is po; 
subject to federal control or direction nor to any state contro} 
or direction except general provisions of the state law which 
relates to all hospitals in the state. No assistance is available 
for operation of the institutions aided in the program. Hospitals 
that are operated for profit are not eligible for consideration jp 
this assistance program. 

California law provides that in the administration of this pro. 
gram the State Department of Public Health will act with the 
advice of the Advisory Hospital Council, members of which 
are appointed by the governor of the state. This council receives 
no compensation for its service, and it also represents the geo. 
graphical, professional, and consumer interests throughout the 
State. 





New California Hospitals and Health Centers. Reading from top and left to right are Mercy Hospital, Redding; Tahoe Forest Hospital, Truckee; 
Tulare District Hospital, Tulare; Butte County Health Center, Oroville; Merced County Hospital, Merced; and Memorial Hospital, Modesto. 


public health centers. The federal funds are allocated to states 
each year, the states being responsible for the distribution of 
funds to individual projects. Each state is required to engage 
in continuous research and investigation of hospital needs within 
the state, These data are revised each year to reflect the chang- 
ing conditions and needs of the state, and on this information 
a state plan is developed which evaluates the relative need for 
additional hospital facilities in the various areas of the state. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Many communities and public agencies have developed 
needed hospital facilities since 1946 without financial assistance 
from federal or state funds. Hill-Burton aid has been used for 
77 hospitals and health facility projects throughout the state 
of California; of these 13 are public health centers and 64 are 
hospitals. In this period, including hospitals completed, under 
construction, and in advanced stages of planning, there has been 
an expansion of 22,600 beds throughout California, of which 
about 4,113 were created with the assistance of the program. 
About 9,500 of the 22,600 beds are mental hospital beds, prin- 
cipally in state mental hospitals. Eliminating mental hospitals 
from consideration, the Hospital Survey and Construction Pro- 











7ation 
iS not 
dntro} 
Which 
ilable 
Pitals 
On in 


} pro- 
h the 
which 
elves 
; geo- 
it the 











Vol. 154, No. 10 


gram has assisted about one-third of the hospital expansion that 
has occurred in California since 1946. During the seven fiscal 
years (1947-1948 to 1953-1954), $20,084,863 in federal and 
$11,884,212 in state funds have been allocated to projects in 
this program. 

Principal emphasis in the program has been on acute general 
hospital facilities. About 3,200 of the beds provided with the 
assistance of the program are general hospital beds. Fifty-three 
of the 77 projects have been general hospitals. Six allocations 
have been made to hospitals for patients with chronic diseases, 
3 to tuberculosis hospitals, 2 to mental hospitals, and 13 to 
health centers. Emphasis during the first years of the program 
was on assistance to projects in the extremely isolated rural 
areas in which there were no hospital facilities. While alloca- 
tions of funds to areas of this type are being continued, increas- 
ing emphasis in the program is being placed on allocations to 
the more populated areas, particularly rapidly growing suburbs 
of large cities. Some of the hospitals and health facilities that 
have been built under the Hili-Burton program in California 
are shown in the pictures on the opposite page. 

The California Department of Public Health has prepared a 
supplement to the aforementioned brochure summarizing the 
state plan for 1953-1954. That revised state plan is based on 
Bureau of Census estimates of civilian population in California 
as of July 1, 1951, of 10,648,000 in comparison with 10,421,000, 
which was used in the 1952-1953 state plan. The 1953-1954 
state plan estimates of bed needs for each of the 110 general 
hospital service areas are based on an analysis of hospital usage 
in California. The supplement states that the average resident 
of California spends about one patient day per year in a gen- 
eral hospital, though experience in various parts of the state 
varies widely. The Department of Public Health and the Ad- 
visory Hospital Council both believe that consideration of hos- 
pital usage in the establishment of bed-need estimates is a better 
method than such estimates as ratio of beds per 1,000 popula- 
tion. 


CONNECTICUT 

Annual Cancer Conference in New Haven.—The annual Con- 
necticut Cancer Conference for Physicians, March 10, 1-5:45 
p.m. at the Hotel Taft, New Haven, sponsored by the American 
Cancer Society, Association of Connecticut Tumor Clinics, Con- 
necticut State Medical Society, and the Connecticut State De- 
partment of Health, will open with a new motion picture on lung 
cancer, which will be followed by “The Relation of Funda- 
mental Research to Cancer Chemotherapy” by Dr. Jack David- 
son, New York; “Primary Cancer of the Lymph Nodes” by Dr. 
George L. Kauer, New York; “Value of the Papanicolaou 
Technique in the Diagnosis of Cancer” by Dr. N. Chandler 
Foot, New York; and a question and answer panel. At 3:30 p. m. 
the Memorial Center staff, New York, will present a panel dis- 
cussion on management of the patient with advanced cancer. 
The medical aspects of the subject will be discussed by Dr. 
Raymond W. Houde, the surgical! aspects by Dr. Lemuel Bow- 
den, and the radiation aspects by Dr. James J. Nickson. A ques- 
tion and answer panel and a social hour will conclude the 
conference, 


ILLINOIS 
Compulsory Rabies Inoculations.—Following increasing reports 
of dog bites in the Chicago area, compulsory rabies inoculation 
for dogs was recently extended to all of Cook County at the 
request of Dr. John B. Hall, head of the county health depart- 
ment. The quarantine requiring that all dogs be, kept leashed, 
muzzled, or confined, has been in effect in suburban towns for 
several weeks, and Chicago has been under a rabies quarantine 
since Dec. 7, with compulsory rabies shots instituted Feb. 4. 
According to the board of health report, from Jan. 1 through 
Feb. 7 a total of 1,486 dog bites were reported in Chicago. Dur- 
ing the same period, 26 dogs were found to have had rabies, 
and 103 persons who were exposed to them began receiving 
antirabies treatment. The January figures showed a marked in- 
crease over the preceding months, 948 dog bites having been 
reported in December and 740 in November. E. C. Khuen, 
D.V.M., Evanston, has been appointed rabies inspector for 
Cook County. 
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Chicago 

Cardiac Conference at Cook County.—An open clinicopatho- 
logical cardiac conference will be held March 12, 11 a. m. to 12 
noon, in the Children’s Amphitheatre, Cook County Hospital, 
700 S. Wood St. Dr. Egbert H. Fell, attending surgeon in cardi- 
ology, will present “Experiences in Cardiac Surgery.” Discussion 
will be by Dr. William E. Adams, professor, department of 
surgery, University of Chicago Clinics. 


Personal.—Dr. Noah D. Fabricant, clinical assistant professor 
of otolaryngology, University of Illinois College of Medicine, 
will present “Current Progress in Medication of the Ear, Nose, 
and Throat,” at a meeting of the Pima County Medical Society 
in Tucson, Ariz., March 9. Dr. Max Thorek recently de- 
hivered the 1954 Cushing memorial lecture “Impending Death 
Under Anesthesia” before the faculty of the medical school of 
McGill University Faculty of Medicine in Montreal, Canada. 





KENTUCKY 

Rural Health Conference.—“Help Yourselves to Health” will 
be the theme of the Kentucky Rural Health Conference that 
will be held March 10-11 at the Kentucky Hotel, Louisville, 
under the sponsorship of the Kentucky Rural Health Council, 
of which Dr. Walter L. O’Nan, Henderson, is chairman. Dr. 
C. Wyatt Norvell, New Castle, chairman of the rural health 
committee of the Kentucky State Medical Association, will pre- 
side at the opening session Wednesday afternoon. Greetings by 
Dr. J. Duffy Hancock, Louisville, president, Kentucky State 
Medical Association, will be followed by the address “Rural 
Health—You Can Do Something About It” by Dr. E. Bruce 
Underwood, Louisville, commissioner of health, Kentucky State 
Department of Health. At 2:15 p. m. there will be a symposium 
on farm and home safety. Dr. Wendell Hurt, Scottsville, will 
present “A Young Doctor Looks at a Rural Community,” and 
Dr. Mildred E. Gabbard, Booneville, will have as her topic “A 
Community Finds Its Health Needs.” The session will end with 
group discussion periods, with Dr. Donald L. Graves, French- 
burg, serving as group chairman for “Finding Your Com- 
munity’s Health Needs.” Speakers at the banquet, 6:30 p. m., 
will be the Hon. Keen Johnson, Richmond, former governor 
of Kentucky, whose topic will be “Health Is Everybody's Busi- 
ness,” and Mr. Clarence Miller, Shelbyville, whose presentation 
will be “A Farmer Looks at the Kentucky Rural Medical 
Scholarship Fund.” On Thursday morning Aubrey D. Gates, 
Little Rock, Ark., Field Director, A. M. A. Council on Rural 
Health, will discuss “What Rural Health Councils Can Do,” 
and reports from Kentucky rural health councils in action will 
be given under the heading “We Are Helping Ourselves to 
Health.” 


MICHIGAN 


Lecture by Dr. Ravdin.—Dr. Isidor S. Ravdin, professor of 
surgery, University of Pennsylvania School of Medicine, Phila- 
delphia, will discuss biliary tract disease in the Henry Ford 
Hospital auditorium, Detroit, March 9, 8:15 p. m. 


Annual Clinical Institute —Physicians from neighboring states 
and Ontario are invited to the annual Michigan Clinical Institute 
at the Sheraton-Cadillac Hotel, Detroit, March 10-12. Dr. Wil- 
frid Haughey, Battle Creek, will be general chairman. The 
institute is sponsored by the Michigan State Medical Society, 
Wayne County Medical Society, Michigan Heart Association, 
American College of Surgeons, the medical schools of Wayne 
University and the University of Michigan, and related organiza- 
tions. The sessions will open at 9 a. m. Wednesday with a dis- 
cussion of surgical treatment of thyroid disease by Dr. Bentley 
P. Colcock, Boston. At 11 a. m. Dr. Eugene P. Pendergrass, ° 
Philadelphia, will deliver the R. S. Sykes lecture “Difficulties 
in Early Diagnosis of Lung Cancer,” followed at 11:30 a. m. by 
Dr. John H. Warvel, Indianapolis, whose topic will be “Treat- 
ment of Diabetic Emergencies.” The Michigan Foundation of 
Medical and Health Education lecture, “Vaccination for Polio- 
myelitis,” will be delivered Thursday, 11:20 a. m., by Dr. Albert 
B. Sabin, Cincinnati. At 4:40 p. m. a presentation “Alcoholism 
and Cardiovascular Disease” by Dr. Frederick W. Niehaus, 
Omaha, will precede the daily 5 o’clock discussion conference. 
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The Friday morning session will begin at 9:20 a. m. with a dis- 
cussion of congenital cardiac malformations by Dr. Stanley 
Gibson, Chicago, and end at 11:35 a. m. with the presentation 
“Pathogenesis and Treatment of Essential Hypertension” by Dr. 
George E. Wakerlin, Chicago. At 4:10 p. m. Dr. Stanley F. 
Hampton, St. Louis, will have as his topic “Differential Diag- 
nosis and Treatment of Extrinsic and Intrinsic Asthma,” and 
at 4:40 p. m. Dr. Reginald G. Bickford, Rochester, Minn., will 
present “Sensory Precipitation of Seizures.” 


MISSOURI 


Consultants and Lecturers.—The St. Louis University School of 
Medicine is presenting four programs by guests, who will offer 
consultation in their fields and deliver lectures. Dr. Leland D. 
Stoddard, associate professor of pathology, University of Kansas 
School of Medicine, Kansas City, Kan., was scheduléd to pre- 
sent the following series March 4-6: Thursday, “Development 
and Destiny of Carcinoma-in-Situ”; Friday, “Chronic Myel- 
oses”; and Saturday, a seminar, “Research Into Acute Tubular 
Necrosis.” The lectures, sponsored by the department of pathol- 
ogy, will be open to faculty members in the clinical and basic 
science departments, students, and others interested. March 18- 
20 Dr. John Harman, associate professor of pathology, Uni- 
versity of Wisconsin Medical School, Madison, will visit the 
department. On Thursday his topic will be “Metabolism of 
Skeletal Muscle,” and Friday he will lecture sophomore medical 
students on enzymatic processes in cloudy swelling. The seminar 
on Saturday will be on “Instrumentation in Medical Research.” 


NEBRASKA 

Lincoln-Lancaster Conference.—The Lancaster County Medi- 
cal Society invites physicians to attend its second Lincoln-Lan- 
caster Medical Conference, March 11, at the Cornhusker Hotel 
in Lincoln. The following will participate in the program: Dr. 
Paul H. Lorhan, professor of anesthesiology, Dr. Leroy A. 
Calkins, professor of obstetrics and gynecology, and Dr. Max 
S. Allen, University of Kansas School of Medicine, Kansas 
City, Kan., Dr. Walter L. Palmer, professor of medicine, Uni- 
versity of Illinois, Chicago, Dr. Robert D. Moreton, Fort Worth, 
Texas, Dr. Robert Elman, clinical professor of surgery, Wash- 
ington University School of Medicine, St. Louis, and Dr. How- 
ard A. Rusk, chairman, department of physical medicine and 
rehabilitation, New York University College of Medicine. 


NEW YORK 

Symposium on Air Pollution.—The second annual symposium 
on air pollution and its control will be held at Wagner Me- 
morial Lutheran College, Staten Island, March 6, from 9:30 
a. m. to 4:30 p. m., under the auspices of the department of 
bacteriology and public health of the college. 


Dr. Meigs to Speak on Cancer.—The Central New York Asso- 
ciation of Gynecologists and Obstetricians will have as guest 
on March 9 Dr. Joe Vincent Meigs, clinical professor of gyne- 
cology, Harvard Medical School, Boston, who will direct a 
seminar, 2-4 p. m. at Syracuse Memorial Hospital. Dinner, 6:30 
p. m., at the University Club will precede the George B. Broad 
lecture at the college of medicine auditorium, 8:30 p. m., at 
which Dr. Meigs will present “Carcinoma of the Cervix—35 
Years’ Experience.” 


Chronic Disease Week.—Chronic Disease Week of the Jewish 
Sanitarium and Hospital for Chronic Diseases, Brooklyn, 
(March 8-12) will be devoted to a postgraduate course on 
chronic diseases of the musculoskeletal system. Daily teaching 
clinics, presentations, and panel discussions will give emphasis 
to advances in clinical and laboratory diagnosis, therapy, and 
rehabilitation. On Monday, 8:30 p. m. in the auditorium of 
the Freeman Pavilion, Rutland Road and East 49th St., Brook- 
lyn, Dr. Benjamin Kramer, professor of clinical pediatrics, 
State University of New York College of Medicine at New 
York City, Brooklyn, will present “Problems of Bone Forma- 
tion and Resorption,” and Dr. Edward C. Reifenstein Jr., 
director of the division of biological and therapeutic research, 
Schering Corporation, will discuss “Bones and Hormones.” 
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New York City 

Cancer Lecture.—Dr. Abraham Cantarow, professor of bio. 
chemistry, Jefferson Medical College of Philadelphia, will pre. 
sent the sixth Isidore W. Held lecture, “Certain Host-Tumor 
Interrelations in Experimental Cancer,” March 8, 8:30 p. m., in 
the Beth Israel Hospital Auditorium, Stuyvesant Square East anq 
17th Street. 


Meeting on Gastroenterology.—The New York chapter of the 
American College of Gastroenterology will present the fo}. 
lowing program at the New York Academy of Medicine, 2 F. 
103rd St., March 8 at 8:30 p. m.: 

Hormonal Influences in Peptic Ulcer Disease, Seymour J. Gray, Boston 

Evaluation of the Combined Manometric and Cholangiographic Studies 

in Europe, Roy Upham, New York. 

Therapeutic Aspects in Liver Cirrhosis, Isidore Snapper, Brooklyn, 
Roentgenograms of gastrointestinal cases will be shown for diag. 
nosis and discussion at 8 p. m. 


Cardiovascular Problems in Diabetes Mellitus.—At the com- 
bined meeting of the New York Heart Association, Inc. and the 
Clinical Society of the New York Diabetes Association, March 
9, 8:30 p. m., in Hosack Hall, New York Academy of Medicine 
Building, 2 E. 103rd St., New York 29, cardiovascular problems 
in diabetes mellitus will be discussed. Dr. Irving P. Graef will 
preside over the following program: 


Relation of Control of Diabetes Mellitus to Plasma Protein Patterns 
and the Development of Vascular Degeneration, E. Perry McCullagh, 
Cleveland. 

Kimmelstiel-Wilson Syndrome and Its Clinical Variants, Harold Rifkin, 
New York. 

Medical Management of Peripheral Arterial Occlusive Disease, Karl 
Harpuder, New York. 

Arterial Resection and Endarterectomy in Arterial Occlusive Disease, 
Henry T. Bahnson, Baltimore. 


OREGON 

Dr. Stewart to Address Surgical Society—Members of the 
medical profession are invited by the Portland Surgical Society 
to a meeting March 12-13 in the library, University of Oregon 
Medical School, Portland. Dr. John D. Stewart, professor of 
surgery, University of Buffalo School of Medicine, will discuss 
“Traumatic Shock” at 11 a. m. and after luncheon at the Uni- 
versity Club will serve as moderator for a panel on lesions of 
the large bowel. Discussants will include Drs. Louis P. Gambee, 
Dean B. Seabrook, and Karl H. Martzloff, Portland. After dinner 
at the Multnomah Hotel, Dr. Stewart will speak on massive 
gastrointestinal bleeding. At 10 a. m. Saturday, he will be 
moderator for a panel and at 11 o’clock will present “Thoraco- 
abdominal Approach for Upper Abdominal Surgery.” 


PENNSYLVANIA 

Society News.—On March 16 the Allegheny County Medical 
Society, 225 Jenkins Building, Pittsburgh, will hold a joint meet- 
ing with the Diabetes Association. Dr. Garfield G. Duncan, 
Philadelphia, will speak on disordered carbohydrate metabolism. 


Tour to San Francisco with Stopovers.—The Medical Society of 
the State of Pennsylvania is arranging a tour (limited to 150 
persons) to San Francisco and return for the A. M. A. annual 
meeting in San Francisco, June 21-25. The itinerary includes 
stops at Colorado Springs, Colo., Lamy, N. Mex., Grand Can- 
yon, Ariz., and Riverside, San Diego, and Los Angeles in Cali- 
fornia, in all of which places sight-seeing tours have been 
arranged. Tours have also been planned for the following stops 
on the return journey: Portland, Ore., Seattle, Glacier National 
Park in Montana, and Waterton Lakes Park in Canada. 


Philadelphia 

Pediatrics Lecture.—Beta chapter, Phi Lambda Kappa, at Jeffer- 
son Medical College of Philadelphia, will present Dr. Robert E. 
Gross, William E. Ladd professor of children’s surgery at Har- 
vard Medical College, Boston, March 9, 8:30 p. m., at McClellan 
Hall, 1025 Walnut St. Dr. Gross, who is surgeon in chief at 
the Children’s Hospital in Boston, will discuss some surgical 
problems of infancy. 
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Woman’s College Founders’ Day Forum.—In honor of Found- 
ers’ Day, March 11, the Woman's Medical College of Pennsyl- 
yania will present a Health Assurance Forum, 4-10 p. m., in 
the auditorium of the college at Henry Ave. and Abbottsford 
Road. The forum will be preceded by dedication of the Martha 
Tracy Memorial for Preventive Medicine. After the address of 
welcome by Dr. Burgess L. Gordon, president of the college, 
Dr. Ellen C. Potter, Philadelphia, will read “The History of 
Preventive Medicine at the Woman’s Medical College.” “The 
Positive Approach to Health Maintenance” by Dr. James P. 
Dixon, Philadelphia commissioner of health, will precede a visit 
to the memorial. Dr. Anthony J. Lanza, New York, will serve 
as moderator for a panel on preventive medicine and industry, 
4:10-5:10 p. m., in which the participants will be Anna M. 
Baetjer, Sc. D., Baltimore, Dr. Francis J. Braceland, Hartford, 
Conn., and Dr. William A. Sawyer, Rochester, N. Y. Dr. Donald 
A. Covalt, New York, will be moderator for the panel “Going 
Back to Work,” 5:15-6:15 p. m., with Drs. Ronald F. Buchan, 
Newark, and Earl C. Bonnett, New York, and Miss Mary E. 
§witzer, Washington, D. C., as collaborators. The after-supper 
program at 8 p. m. will include a presentation on optimal health 
for the Delaware Valley by Mr. David E. Williams, Philadel- 
phia. The final panel, “Health Maintenance for Enhancing 
Labor-Management Accord,” 8:15-9:15 p. m., will be moder- 
ated by Dr. Edward C. Holmblad, Chicago, and presented by 
Drs. Leo Price, New York, and Norbert J. Roberts, Philadel- 
phia, and Mr. Bayard L. England, Atlantic City. “To Keep Our 
Bodies as Fit as Our Machines” will be the final presentation, 
9:15 p. m., by Dr. George M. Piersol, Philadelphia. 


Pittsburgh 

Educational Television Station —WQED, a nonprofit enterprise 
administered by a board of directors representing education, 
civic, and community interests, is scheduled to start broadcasting 
in March over channel 13 as one of the pioneer educational 
television stations. The physical facilities of the station are 
located in Oakland, Pa., in a building donated by the University 
of Pittsburgh. The Westinghouse KDKA tower above the 
stadium will be used as the transmitting point, and the money 
for equipment has been donated by the Arbuckle-Jameson 
Foundation, the Ford Foundation, and the A. W. Mellon Trust. 
It is expected that the station will cover a 10 county area sur- 
rounding Pittsburgh. A committee of the Allegheny County 
Medical Society has met with the station management as a 
preliminary to developing telecasts on health and medical sub- 
jects (see THe JourNnAL, Dec. 19, 1953, p. 1459). 


TENNESSEE 

Postgraduate Courses.—The University of Tennessee College 
of Medicine, Memphis, in cooperation with the John Gaston 
Hospital and Le Bonheur Children’s Hospital, will offer the 
following postgraduate courses for midsouth physicians during 
1954: pediatrics, March 10-12; abdominal surgery, March 21, 
April 1-2; obstetrics and gynecology, May 19-21; trauma, 
July 28-30; management of simple fractures, Sept. 15-17; and 
clinical electrocardiography, Oct. 6-8. Further information 
may be obtained from the Postgraduate Department, 4 S. Dun- 
lap, Memphis. 


TEXAS 

Telephone Broadcast from Austin——Dr. Henry M. Winans, 
Dallas, will be moderator for a telephone broadcast, March 9, 
which, under the sponsorship of the Council on Medical Educa- 
tion and Hospitals of the Texas Medical Association, will 
originate in the headquarters of the Texas Medical Association 
in Austin. Dallas physicians will present a program on diet, Dr. 
Donald W. Seldin speaking on diet in cardiovascular disease, 
Dr. Edwin L. Rippy on diet in metabolic disease, and Dr. Tate 
Miller on diet in gastrointestinal disease. 


Annual Tumor Conference.—The third annual state tumor con- 
ference, sponsored by the Wichita County Medical Society 
Tumor Clinic, the American Cancer Society, and the state 
department of health, will be held March 13 at Midwestern 
University in Wichita Falls. This clinic, which is approved for 
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credit in formal postgraduate training, is open to physicians 
without a registration fee. After the address of welcome by Dr. 
James T. Lee, Wichita Falls, president of the Wichita County 
Medical Society, the following program will be presented: 
Shields Warren, Boston, (1) Diagnosis and Treatment of Cancer of the 
Thyroid and (2) Radioisotopes in Treatment of Tumors. 
Alton Ochsner, New Orleans, (1) Early Diagnosis and Treatment of 
Cancer of Stomach and (2) Early Diagnosis of Cancer of Lung. 
Jesshill Love, Louisville, Ky., (1) Cancer in General Practice and 
(2) Treatment of Malignant Disease. 
Dr. Bailey R. Collins, Wichita Falls, director of the clinic, will 
preside over the morning session and Dr. David H. Allen, 
Wichita Falls, over the afternoon session, which will end with 
a qifestion and answer period. 


GENERAL 


Southeastern Surgical Congress.—The Southeastern Surgical 
Congress will hold its annual session at the Dinkler-Tutwiler 
Hotel, Birmingham, Ala., March 8-11. Dr. James R. Young, 
Anderson, S. C., will deliver the presidential address, “The 
Value of a Cancer Clinic in a Community Hospital.” Numerous 
guest presentations will be made. Each afternoon session will 
end with a panel discussion at 4:30 p. m. (Monday, traumatic 
lesions; Tuesday, esophagogastric intestinal hemorrhage; Wed- 
nesday, liver and gallbladder pathology; and Thursday, surgical 
management of peptic ulcer). The banquet is scheduled for 
Wednesday, 7:30 p. m. 


Eastern Conference of Radiologists.—The section on radiology 
of the Medical Society of the District of Columbia will be host 
to the Eastern Conference of Radiologists at its session, March 
12-13, Statler Hotel, Washington, D. C. The constituent organi- 
zations of the conference are the New England, the New York, 
and the Philadelphia roentgen ray societies, and the radiological 
sections of the Medical Society of Baltimore and of the District 
of Columbia medical society. The program will include a visit 
to the National Institutes of Health. Information may be ob- 
tained from Dr. Karl C. Corley, Chairman, Committee on 
Arrangements, 1835 Eye St., N. W., Washington 6, D. C. 


Medical Art on Tour.—Smith, Kline & French Laboratories, 
Philadelphia, have arranged a tour of a medical art exhibit 
containing the works of Rembrandt, Goya, Daumier, Vesalius, 
Toulouse-Lautrec, and other masters, to be shown at medical 
colleges and hospitals across the country. The collection, en- 
titled “Ars Medica,” composed of 85 prints depicting the 
practice of medicine over the centuries, was assembled by the 
Philadelphia Museum of Art. It has gone on display at the 
University of Texas Medical Branch, Galveston, Baylor Univer- 
sity College of Medicine, Houston, and the Southwestern Medi- 
cal School in Dallas. During March the exhibit may be seen 
as follows: 
March 15-19, University of Oklahoma School of Medicine, Oklahoma 
City. 
March 22-28, University of South Dakota School of Medicime, Ver- 
million. 
March 30-April 5, University of Nebraska College of Medicine, Omaha. 


Meeting on Prevention of Blindness.—The National Society for 
the Prevention of Blindness will hold its annual conference at 
the Jefferson Hotei, St. Louis, March 10-12. Wednesday morn- 
ing will be devoted to discussion on health for preschool and 
school age children with impaired eyesight and on interprofes- 
sional relationships in eye care. The Wednesday afternoon work- 
shop, “Meeting the Needs of Partially Seeing Children in Rural 
Areas,” will be continued Thursday morning. Thursday after- 
noon consideration of medical aspects of prevention of blind- 
ness will include presentations on strabismus, current status of 
trachoma, reading disabilities, measurement of aqueous outflow, 
and current concepts about cataracts. The Friday morning 
session will be concerned with progress in industrial vision 
conservation. The society is supported entirely by voluntary 
contributions from more than 48,000 members and contributors 
in every state. 


American Orthopsychiatric Association.—For its annual meet- 
ing at the Hotel Commodore, New York, March 11-13, the 
American Orthopsychiatric Association has scheduled 90 papers, 
18 case workshops, and 1% days of mental health film show- 
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ings. The presidential session, Thursday, will be concerned with 
causes of family breakdown, and Dr. Hyman S. Lippman, St. 
Paul, will open this program. Symposiums will be presented, 
including “Qualifications for Psychotherapists;” “Use of Spon- 
taneous Art in Psychotherapy”; “Techniques, Methodologies 
and Problems in Community Mental Health Research”; “The 
Hospitalized Child”; “A New Pattern for Mental Health Ser- 
vices in a Children’s Court”; and “Child Development Center 
Projects.” Workshops will include a case report on a schizo- 
phrenic boy, gastrointestinal disturbances in the very young 
child, psychological problems of the congenitally blind child, 
dynamics of obesity, and treatment of the adolescent delinquent. 


Meeting on Electroencephalography.—The Western Society of 
Electroencephalography will hold its annual meeting March 
7-8 at Del Monte Lodge, Pebble Beach, Calif. The sessions will 
open at 2 p. m. Sunday with presentation of “Headache and the 
EEG” by Commander Henry S. Colony, M. C., U. S. N., and 
Lieut. W. F. Stafford, M. C., U. S. N. R., and will close at 3 p. m. 
Monday with electrographic observations on gargoylism in 
siblings by Drs. Paul A. Shea and Ward W. Woods, San Diego, 
Calif. At 10 a. m. Monday morning Dr. Charles L. Yeager, 
San Francisco, will present “Methods of Quantifying Electro- 
encephalographic Data”; at 2:30 p. m. Sunday Dr. Yeager and 
Dr. Edward E. Shev, San Francisco, will give “An Analysis of 
Electroencephalographs in Post-Traumatic, Closed, Chronic 
Head Injuries”; and at 3 p. m. Dr. Yeager and Dr. Frances 
Phillips Sheridan, Imola, Calif., will give a preliminary report 
on EEG as a prognostic and diagnostic aid in the study of the 
senescent individual. Other presentations will include “Obser- 
vations on Relationship Between Psychomotor Epilepsy, Sexual 
Psychopathy, and Pathological Intoxication” by Dr. George N. 
Thompson, Los Angeles, “The Electroencephalogram in Hyper- 
active Behavior Disorders” by Dr. Leon Oettinger Jr., San 
Marino, Calif., and “ ‘Status’ Petit Mal” by Dr. Leslie B. Mann, 
Los Angeles. Dr. Walter J. Friedlander, Veterans Administration 
Hospital, San Francisco, will present an analysis of 1,013 con- 
secutive EEG’s correlated with their clinical findings. 


FOREIGN 

Association for Rehabilitation of the Severely Injured.—A 
registered association for rehabilitation of the severely injured 
has been founded in Berlin, Germany, with the participation of 
numerous organizations interested in health and social service, 
the association of the war injured, public and private welfare 
organizations, and the executive committees of employer and 
employee organizations. An exhibit is being prepared by the 
newly founded association for presentation in the spring of 
1955 in Berlin. Experts interested in rehabilitation problems 
will be invited to a planning meeting early this summer in 
Berlin. The Federal Ministry of Work has appropriated 10,000 
Deutsche marks (about $2,400) and the Senate of Berlin, 
50,000 Deutsche marks (about $12,000) for promotion of this 
plan. Suggestions should be addressed to the business office of 
the association, Berlin-Wilmersdorf, Sachsische Strasse 28. 
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AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meeting, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 


Aero MepicaLt Association, Hotel Statler, Washington, D. C., March 
29-31. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, 


Secretary. 
ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Mobile, April 15-17. 
Dr. Douglas L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 
AMERICAN ACADEMY OF GENERAL Practice, Cleveland, March 22-25. Mr, 
Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Executive 
Secretary. 





J.A.M.A., March 6, 1954 


AMERICAN ACADEMY OF NEUROLOGY, Shoreham Hotel, Washington, p Cc 
April 29-May 1. Dr. Alexander T. Ross, 1040 West Michigan sg,’ 
Indianapolis 7, Secretary. ia Feige 

AMERICAN ASSOCIATION OF ANATOMISTS, Hotel Galvez, Galveston, Texas 
April 7-9. Dr. Normand L. Hoerr, 2109 Adelbert Road, Cleveland ¢ 
Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Ambassador Hote] Atlantic 
City, N. J., April 11-15. Dr. John Y. Sugg, 1300 York Ave., New York 
Secretary. < 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTs, Philadel. 
phia, Pa., April 8-10. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleve. 
land 6, Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 6-8. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 7 
Secretary. ; , 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC Diseases, Lord 
Baltimore Hotel, Baltimore, April 29-30. Dr. Bruce H. Sisler, P. 0 Box 
268, Gatlinburg, Tenn., Executive Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Roney Plaza Hotel, Miami Beach, Fla 
April 5-10. Dr. Fred W. Wittich, 423 LaSalle Medical Bidg., Minne. 
apolis 2, Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, Conrad Hilton Hotel, Chicago, Apri 
5-9. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executivg 
Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, The Greenbrier, White Sulphy 
Springs, W. Va., April 13-17. Dr. J. Lamar Callaway, Duke Hospital, 
Durham, N. C., Secretary. 

AMERICAN GOITER ASSOCIATION, The Somerset, Boston, April 29-May { 
Dr. John C. McClintock, 14942 Washington Ave., Albany 10, N, Y. 
Secretary. 

AMERICAN HEarT AssOcIATION, Conrad Hilton Hotel, Chicago, April 14 
Dr. William H. Bunn, 44 East 23d St., New York 10, Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York 
March 11-13. Dr. Marion F. Langer, Room 210, 303 Lexington Ave, 
New York 16, Executive Secretary. 

AMERICAN PHysIOLOGICAL Society, Ambassador Hotel, Atlantic City, 
N. J., April 10-16. Dr. Milton O. Lee, 2101 Constitution Ave., Wash. 
ington 25, D. C., Executive Secretary. 

AMERICAN PsycHOsOMATIC Society, Jung Hotel, New Orleans, March 
27-28. Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn, 
Secretary. 

AMERICAN RaDiuM Society, The Homestead, Hot Springs, Va., March 
14-16. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn,, 
Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Atiantic City, N. J., April 
12-16. Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, Atlantic City, N. J, 
April 12-16. Dr. Cyrus C. Erickson, 874 Union Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Washington, D. C.,, 
April 25-28. Dr. Casper M. Epsteen, 25 East Washington St., Chicago 2, 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Atlantic City, N. J., April 12-16. Dr. Carl C. Pfeiffer, 1853 West Polk 
St., Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Cleveland, Cleveland, April 28-30, 
Dr. R. Kennedy Gilchrist, 59 East Madison St., Chicago 3, Secretary. 

ARIZONA MEDICAL ASSOCIATION, San Marcos Hotel, Chandler, April 25-28. 
Dr. Dermont W. Melick, 541 Security Bldg., Phoenix, Secretary. 

ARKANSAS MepicaL Society, Goldman Hotei, Fort Smith, April 19-21. 
Dr. J. J. Monfort, 215 Kelley Bidg., Fort Smith, Secretary. 

CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Univer- 
sity of Texas, Galveston, Texas, April 8-9. Dr. Edward H. Bloch, 
Western Reserve University School of Medicine, Dept. of Anatomy, 
Cleveland 6, Chairman. 

Connecticut STATE Mepicat Society, Bulkeley High School, Hartford, 
April 27-29. Dr. Creighton Barker, 160 St. Ronan St., New Haven, 
Executive Secretary. 

DALLAS SOUTHERN CLINICAL Socrety, Dallas, March 15-18. Dr. T. Haynes 
Harvill, 433 Medical Arts Bidg., Dallas 1, Texas, Secretary 

EASTERN SECTION, AMERICAN CONGRESS OF PHysIcaAL MEeEpicINE, Newark, 
N. J., April 10. Dr. H. L. Rudolph, 400 North Fifth St., Reading, Pa. 
Secretary. 

EASTERN SuRGIcAL Society, Boston, March 26-27. Dr. J. William Hinton, 
130 East 79th St., New York, Secretary. 

FEDERATION OF AMERICAN SOcrETIEs for EXPERIMENTAL BroLocy, Cont- 
vention Hall, Atlantic City, N. J., April 12-16. Dr. M. O. Lee, 2101 
Constitution Ave., Washington 25, D. C., Secretary. 

Friorma MEpicaL Association, Hollywood Beach Hotel, Hollywood, April 
25-28. Dr. Samuel M. Day, P. O. Box 1018, Jacksonville, Secretary. 
INDUSTRIAL Mepicat Association, Hotel Sherman, Chicago, April 27-30. 
Dr. Arthur K. Peterson, 28 East Jackson Blvd., Suite 1300, Chicago 4, 

Secretary. 

Iowa SraTe MeEpicaL Society, Des Moines, April 25-28. Dr. Allan B. 

Phillips, 529 36th St., Des Moines 12, Secretary. 





Texas, 
and 6, 


tlantig 
York, 


liladel. 
C leve. 


1iCago, 
go 3), 


Lord 
). Box 


, Fla, 
Minne. 


April 


Cutive 


ulphur 
pital, 


YG 
ago 2, 


UTICS, 
Polk 


28-30, 
etary. 
25-28. 
19-21, 
niver- 
loch, 


tomy, 


tford, 
laven, 


aynes 


wark, 
, Pa, 


inton, 


Con- 
2101 


April 


27-30. 
go 4, 


in B. 


Vol. 154, No. 10 


JsTHMIAN CANAL ZONE, MEDICAL ASSOCIATION OF THE, El Panama Hotel, 
Panama City, R. P., Mareh 24-26. Dr. I. Robert Berger, Box “A,” 
Balboa Heights, Canal Zone. 

jouw A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
‘ tute, Ala., April 11-16. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 27-28. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, March 
10-12. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich., 
Secretary. 

Missourl STATE MEDICAL AssociATION, Hotel Jefferson, St. Louis, April 
4-7. Dr. E. Royce Bohrer, 634 North Grand Bivd., St. Louis 3, Secre- 
tary 

NATIONAL CONFERENCE ON CARE OF THE LONG-TERM PATIENT, Edgewater 
Beach Hotel, Chicago, March 18-20. Dr. Dean W. Roberts, 615 N Wolfe 
St., Baltimore 5, Director. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Jefferson Hotel, 
St. Louis, March 10-12. Dr. F. M. Foote, 1790 Broadway, New York 19, 
Executive Director. 

New ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 8-11. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

Ono STATE MEDICAL ASSOCIATION, Columbus, April 13-15. Mr. Charles S. 
Nelson, 79 East State St., Columbus 15, Executive Secretary. 

Pacipic NORTHWEST SOCIETY OF PATHOLOGISTS, Amphitheater, Dept. of 
Pathology, University of Washington School of Medicine, Seattle, April 
23-24. Dr. John L. Whitaker, 315 South K St., Tacoma 3, Wash., 
Secretary. 

Paciric NORTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 
Seattle, April 3. Dr. E. E. Banfield, Medical Arts Bidg., Tacoma 2, 
Wash., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Topeka, KANs., March 19, Dr. William C. Menninger, 3617 West 6th 

Ave., Topeka, Kansas, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

FRENCH Lick SPRINGS, Indiana, French Lick Springs Hotel, March 15-17. 
Dr. Carl H. McCaskey, 20 N. Meridian St., Indianapolis 4, Chairman. 

MONTREAL, CANADA, Mount Royal Hotel, March 31-April 2. Dr. Harry 
S. Morton, 900 Sherbrooke St., West, Montreal, Canada, Chairman. 

SoclETY OF NEUROLOGICAL SURGEONS, The Waldorf Astoria, New York, 
April 23-24. Dr. Edgar F. Fincher, Emory University, Ga., Secretary. 

SOUTHEASTERN ALLERGY ASSOCIATION, Dinkler-Plaza Hotel, Atlanta, Ga., 
March 25-27. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, 
S. C., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Tutwiler Hotel, Birmingham, Ala., 
March 8-11. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., Atlanta, 
Ga., Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Nashville, April 18-21. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

United STATES-MExico BorDER PuBLiC HEALTH ASSOCIATION, Albuquer- 
que, N. Mex., April 6-9. Sidney B. Clark, 314 U. S. Court House, 
El Paso, Texas, Secretary. 

WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Del Monte Lodge, Pebble 
Beach, Calif... March 7-8. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

British MEDICAL AssociaTION, Glasgow, Scotland, July 1-9, 1954. Dr, 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
Ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRONCHI, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Clinique 
Universitarie d O.R.L., Hépital Cantonal, Geneva, Switzerland, Chair- 
man. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Edinburgh, Scotland, 
July 9-10, 1954, For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SoOciETy, Los Angeles, Cailif., 
U.S. A., Oct. 10-14, 1954. For information write: Dr. T. H. Seldon, 102- 
110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
tae A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
"resident. 
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INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954, Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954 Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OssTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité H6pital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HIsTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 
1, Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Ill., U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Buenos 
Aires, Argentine, April 21-28, 1954. Direcion General de Sanidad 
Militar, Pozos 2045, Buenos Aires, Argentine. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L, 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H, S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
36 ee 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzeriand, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESS OF THE SOCIEDAD DE MEDICOs INTERNOS, Resi- 
dentes y Becarios del Instituto Nacional de Cardiologia de Mexico, 
Acapulco, Mexicd, April 21-24, 1954. For information address: Dr. Jorge 
Sober6n Acevedo, Avenida, Cuauhtemoc No. 300, Mexico, D. F., 
Mexico. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsycuHiaTry, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954, 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A., 
Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., June 19, 1954, Dr, 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A,, 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954, For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLoGy, Leiden, Netherlands, Sept. 2-9, 
1954, Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
VU. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 
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IntsH MEDICAL AssociATIONn, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OpssTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954, Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses, 

LATIN AMERICAN CONGRESS ON MENTAL HeattH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PaN AMERICAN CONGRESS OF CHILD WELFARE AND PeEpiaTrics, Sao Paulo, 
Brazil, July 15-21, 1954. For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PaN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), SAo Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

Pan AMERICAN CONGRESS OF VETERINARY MEDICINE, Sao Paulo, Brazil, 
April 3-10, 1954. Dr. Joao Soares Veiga, Rua Pires da Mota 159, Sao 
Paulo, Brazil, Chairman of Organizing Committee 

Pan-PaciFic SurGiIcAL ConGress, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SuRGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Ill., U. S. A., Secretary. 

SoutH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WorLpD CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

Wori_D CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CripPLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

WorL_D MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BoarD oF MEDICAL EXAMINERS: Parts I and II. Held in approved 
medical schools where there are five or more candidates. Dates: Feb. 
9-10; April 20-21 (Part II only); June 22-23; Sept. 7-8 (Part I only). 
Candidates may file examinations at any time but the National Board 
must receive them at least six weeks before the date of the examination 
they wish to take. New candidates should apply by formal registration; 
registered candidates should notify the board by letter. Sec., Dr. John P. 
Hubbard, 133 S. 36th St., Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 22-24, 1954. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery. 

ARKANSAS:* Examination. Little Rock, June 10-11. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 11-12. Sec., Dr. O. L. Atkinson, 
2528 Central Ave., Hot Springs National Park. 

CALIFORNIA: Written. Los Angeles, March 15-18; San Francisco, June 21-24; 
San Diego, Aug. 23-26; Sacramento, Oct. 18-21. Oral. Los Angeles, 
March 13; San Francisco, June 19; San Diego, Aug. 21; Los Angeles, 
Nov. 20. Oral and Clinical Examination for Foreign Medical School 
Graduates. Sec., Dr. Louis E. Jones, 1020 N Street, Sacramento. 

CoLoraDo:* Examination. Denver, June 8-9. Final date for filing appli- 
cations is May 8. Reciprocity. Denver, April 13. Final date for filing 
applications is March 13. Exec. Sec., Mrs. Beulah H. Hudgens, 831 
Republic Bidg., Denver 2. 

CONNECTICUT:* Examination. Hartford, March 9-10. Secretary to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic. Derby, March 9-10. Sec., Dr. Donald A. Davis, 38 Elizabeth St., 
Derby. 

District oF CoLumsBiaA:* Examination. Washington, May 10-11. Deputy 
Director, Mr. Paul Foley, Department of Occupations and Professions, 
1740 Massachusetts Ave., N.W., Washington, D. C. 
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Froripa:* Examination. Jacksonville, June 27-29. Sec., Dr. Homer | 
Pearson, 901 N.W. 17th St., Miami. q 

GeorGia: Examination and Reciprocity. Atlanta and Augusta, June. S 
Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Director of Medical Services, Guam 
Memorial Hospital, Agana. 

ILLtNoIs: Examination and Reciprocity. Chicago, April 6-8; June 22-24 
and Oct. 5-7, Supt. of Registration, Mr. Fredric B. Selcke, Capito| Bldg, 
Springfield. is 

INDIANA: Examination. Indianapolis, June 16-18. Exec. Sec., Miss Ruth yv 
Kirk, 538 K of P Bldg., Indianapolis. 

Iowa:* Examination. Iowa City, June 14-16. Sec., Dr. M. A. Royal, 506 
Fleming Bidg., Des Moines. 

Kansas: Examination and Reciprocity. Kansas City, June 9-10. Sec., Dr 
O. W. Davidson, 872 New Brotherhood Bldg., Kansas City. 

KENTUCKY: Examination. Louisville, June 7-9. Address Mr. Raymond F. 
Nixon, Assistant Secretary, 620 S. 3rd St., Louisville 2. 

MAINE: Examination and Reciprocity. Portland, March 9-10. Sec., Dr. 
Adam P. Leighton, 192 State St., Portland. 

MARYLAND: Examination. Baltimore, June 15-18. Sec., Dr. E. H. Kloman, 
1215 Cathedral St., Baltimore 1. 

MICHIGAN:* Examination. Detroit and Ann Arbor, June 1954. Sec., Dr. 
J. Earl McIntyre, 202-4 Hollister Bldg., Lansing 8. 

Missitssipp!: Examination and Reciprocity. Jackson, June. Asst. Sec., Dr. 
R. N. Whitfield, Old Capitol, Jackson 113. 

Montana: Reciprocity. Helena, April 5. Examination. Helena, April 6-7, 
Sec., Dr. S. A. Cooney, 214 Power Block, Helena. 

NEBRASKA:* Examination. Omaha, June 1954. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bidg., Lincoln. 


ec., 


New HAMPSHIRE: Examination and Reciprocity. Concord, March 10. Sec,, 
Dr. John S. Wheeler, 107 State House, Concord. 
NEw Jersey: Examination, Trenton, June 15-18. Sec., Dr. E. S. Hallinger, 


28 W. State St., Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, April 12-13. Sec, 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

Ou10: Examination. Columbus, June 14-16. Reciprocity. Columbus, April 
13. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 9-10. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OreEGon:* Examination. Portland, April 23. Final date for filing appli- 
cations is March 22, Ex. Sec., Mr. Howard I. Bobbitt, 609 Failing 
Bldg., Portland. 

SoutH Dakota:* Reciprocity can be obtained at any time between meet- 
ings of board. Executive Secretary, Mr. John C. Foster, 300 First 
National Bank Bldg., Sioux Falls. 

TENNESSEE:* Examination. Memphis, March 24-25. Sec., Dr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

Texas: Examination and Reciprocity. Fort Worth, June 21-23. Rec., Dr 
M. H. Crabb, 1714 Medical Arts Bldg., Ft. Worth 2. 

UtaH: Examination. Salt Lake City, July 7-9. Final date for filing appli- 
cation is June 15. Director, Mr. Frank E. Lees, Department of Business 
Regulation, 314 State Capitol, Salt Lake City. 

VirGcIniA: Examination and Reciprocity. Richmond, June 16. Address: 
Virginia Board of Medical Examiners, 631 First St., S.W., Roanoke. 
ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 

St., Juneau. 

VirGIn IsLanps: Examination. St. Thomas, June 9-10. Sec., Dr. Earle M. 

Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

Ar!zona: Examination. Tucson, March 16. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 3-4. Sec., Mr. Louis B. 
Gebauer, 1002 Donaghey Bldg Little Rock. 

Fiorina: Examination. Gainesville, June. Sec., Mr. M. W. Emmel, Uni- 
versity of Florida, Box 340, Gainesville. 

NesraASKA: Examination. Omaha, May 4-5. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bidg., Lincoln 9. 

OKLAHOMA: Examination. Oklahoma City, April 16-17. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 

OrEGON: Examination. Portlannd, June 5, Sept. 11 and Dec. 4. Sec., Mr. 
Charles D. Byrne, State Board of Higher Education, Eugene. 

SoutH Dakota: Examination. June 11-12. Sec., Dr. Gregg M. Evans, 310 
E. 15th St., Yankton. 

TENNESSEE: Examination. Memphis, March 17-18. Sec., Dr. O. W. Hyman, 
874 Union Ave., Memphis 3. 

Texas: Examination. April 1954. Location determined by number of 
applicants from different sections of the state. Sec., Brother Raphael 
Wilson, C.S.C., 407 Perry-Brooke Bldg., Austin. 

Wisconsin: Examination. Madison, April 3 and June 5. Final date for 
filing application is March 26 and May 28. Sec., Dr. W. H. Barber, 621 
Ransom St., Ripon. 





*Basic Science Certificate required. 
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Hoyt, Robert Eustis ® Capt., U. S. N., retired, Washington, 
D. C.; born in Portsmouth, N. H., Nov. 26, 1879; Harvard 
Medical School, Boston, 1901; fellow of the American College 
of Surgeons; in 1902 appointed an assistant surgeon with the 
relative rank of lieutenant (j. g.) in the Medical Corps, U. S. 
N.; promoted to captain, Medical Corps, U. S. N., in December, 
1921; during his more than 44 years of naval service, com- 
manded the Naval hospitals, Canacao, P. I., Portsmouth, 
N. H., Washington, D. C., Bethesda, Md., and Annapolis, 
Md.; commanded the Naval Medical Supply Depot, Mare 
Island, Calif., and the Naval Dispensary, Navy Department, 
Washington, D. C.; district medical officer of the 12th naval 
district, San Francisco, and the 14th naval district, Pearl 
Harbor, T. H., during the years 1934-1937; served on the 
U. S. ships Wabash, Texas, Newark, Chattanooga, Buffalo, 
Franklin, Michigan, Massachusetts, Idaho, Wisconsin, Minne- 
sota, and the hospital ship, USS Mercy, as well as ashore at 
many Naval medical facilities; in 1946 awarded a letter of 
commendation, with ribbon, by the Secretary of the Navy for 
services in command of three naval hospitals from Dec. 7, 
1941, until Sept. 2, 1945; placed on the retired list Jan. 1, 
1943, and immediately recalled to active duty; released to 
inactive duty on Feb. 2, 1947; died in the Naval Hospital, 
National Naval Medical Center, Bethesda, Md., Dec. 19, aged 
74. 


Minnick, William Tell ® Commander, M. C., U. S. N., retired, 
Philadelphia; born at Wabash, Ind., Aug. 7, 1879; Medical Col- 
lege of Indiana, Indianapolis, 1904; entered the Navy as a 
chief pharmacist’s mate in 1908, and served in that capacity 
until appointed a lieutenant in the Medical Corps, Aug. 3, 
1920; promoted to lieutenant commander, in 1931, and retired 
for physical disability in December, 1931; recalled to active 
duty in 1939; promoted to commander in 1942 and released 
from active duty in 1945; veteran of the Second Nicaraguan 
Campaign and World Wars I and II; awarded the Navy Cross 
for having distinguished himself by extraordinary heroism and 
excellent judgment in the performance of duty as a medical 
officer attached to a small Marine expedition in an engage- 
ment near Quilali, Nicaragua, on Dec. 30, 1927; during more 
than 29 years of active naval service, served on the U. S. ships 
Galveston, Tennessee, Culgoa, Denver, Powhatan, and Kittery, 
at the Naval Medical School, Washington, D. C., and at other 
naval medical activities throughout the world; died Jan. 11, 
aged 74, of a heart attack. 


Alcock, Nathaniel Graham © Iowa City, Iowa; born in Platte- 
ville, Wis., Jan. 18, 1881; Northwestern University Medical 
School, Chicago, 1912; professor emeritus of urology at the 
State University of Iowa College of Medicine, where he was 
on the faculty for 34 years; secretary of the Section on Urology 
of the American Medical Association from 1929 to 1932, when 
he became chairman; past president of the Iowa State Medical 
Society; charter member and past president of the Mississippi 
Valley Medical Society, which in 1949 presented him with its 
Distinguished Service Award; past president of the North Cen- 
tral Section of the American Urological Association; member 
of the American Association of Genito-Urinary Surgeons, 
American Urological Association, and the Clinical Society of 
Genito-Urinary Surgeons; chief urologist, Mercy Hospital, 
_— he died Dec. 10, aged 72, of hypertensive cardiovascular 
isease, 

Mulky, Carl ® Albuquerque, N. Mex.; born in Knoxville, Iowa, 
in 1877; Chicago Homeopathic Medical College, 1899; Rush 
Medical College, Chicago, 1900; member of the council and 
past president of the New Mexico Medical Society; past presi- 
dent of the Bernalillo County Medical Society, New Mexico 
Trudeau Society, and the New Mexico Tuberculosis Associa- 
tion; member of the American Trudeau Society; fellow of the 
American College of Physicians; served during World War I; 





@ Indicates Member of the American Medical Association. 
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formerly consultant in tuberculosis to the U. S. Indian Service; 
past president of the medical staff of the U. S. Indian hospi- 
tals, United Pueblos area; president of the medical staff and 
one of the founders of the State Tuberculosis Sanatorium in 
Socorro; on the staff of Southwestern Presbyterian Sanatorium; 
associate staff member, St. Joseph Sanatorium; died Jan. 14, 
aged 76, of chronic myocarditis. 


Saunders, John Turner, Asheville, N. C.; born in St. Elmo, 
Tenn., July 26, 1898; Columbia University College of Phy- 
sicians and Surgeons, New York, 1926; clinical instructor in 
orthopedic surgery at his alma mater from 1931 to 1934; certi- 
fied by the National Board of Medical Examiners; specialist 
certified by the American Board of Orthopaedic Surgery; 
member of the American Academy of Orthopaedic Surgeons; 
fellow of the American College of Surgeons; served during 
World War I; affiliated with Memorial Mission, Aston Park, 
St. Joseph’s, and Biltmore hospitals; consultant orthopedic sur- 
geon at the Western North Carolina Sanatorium at Black 
Mountain; senior consultant orthopedic surgeon for the Vet- 
erans Administration Hospital at Oteen and the Asheville 
Orthopedic Hospital; died Dec. 23, aged 55, of diabetes mellitus 
and arteriosclerosis. 


Gerard, Margaret Wilson @ Chicago; born in Chicago Dec. 
16, 1894; Rush Medical College, Chicago, 1925; fellow of the 
Institute of Medicine; member of the American Psychoanalytic 
Association, American Psychosomatic Society, and the Amer- 
ican Orthopsychiatric Association; instructor in anatomy at 
Northwestern University Medical School from 1918 to 1922; 
formerly head of the psychiatric service in the University of 
Chicago’s Student Health Service, and later assistant clinical 
professor of psychiatry and associate professor at division of 
biological sciences, University of Chicago; at one time psy- 
chiatrist at the Institute for Juvenile Research; since 1938 on 
the staff of the Illinois Children’s Home and Aid Society; on 
the staff of the Institute for Psychoanalysis; died in the Pas- 
savant Memorial Hospital Jan. 12, aged 59, of rheumatic heart 
disease. 

West, James Hubert @ Tucson, Ariz.; born in ‘Tiffin, Ohio, 
Dec. 14, 1887; Western Reserve University School of Medi- 
cine, Cleveland, 1915; specialist certified by the American 
Board of Radiology; member of the Cleveland Academy of 
Medicine and the Radiological Society of North America; 
life fellow of the American College of Radiology; charter 
member of the Cleveland Radio'ogical Society; in 1916 com- 
missioned first lieutenant and served with an Ohio National 
Guard Unit at Fort Bliss; in July, 1917, discharged for physi- 
cal disability; until his retirement last July was affiliated with 
the Tucson Medical Center, Pima County General Hospital, 
and St. Mary’s Hospital and Sanatorium, where he died Jan. 
8, aged 66, of arteriosclerotic heart disease. 


Evans, Everett Idris ® Richmond, Va.; born in Norfolk, Neb., 
April 15, 1907; University of Chicago, The School of Medi- 
cine, 1937; professor of surgery and director of the surgical 
laboratory at the Medical College of Virginia; held a long-time 
research contract with the army on radiation burns and injuries, 
particularly in connection with atomic warfare; in 1948 was 
awarded certificate of appreciation by the army and navy for 
his research on surgical shock during World War II; member 
of the American Surgical Association and Southern Surgical 
Association; fellow of the American College of Surgeons; 
attending surgeon, Medical College of Virginia, Hospital Di- : 
vision, and Stuart Circle Hospital; died in Washington, D. C., 
Jan. 13, aged 46, of coronary occlusion. 


Lanting, Roelof ® East Lansing, Mich.; University of Michi- 
gan Medical School, Ann Arbor, 1929; specialist certified by 
the American Board of Preventive Medicine and Public Health; 
director of the Shiawassee County Health Department; for- 
merly director of the Delta County Health Department, di- 
rector of health district 7, comprising Clare, Gladwin, and 
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Arenac counties, and director of the Lansing-Ingham county 
health unit; served in the European theater during World War 
II; lieutenant colonel in the air force reserve, attached to 439th 
Fighter Bomber Wing; affiliated with Owosso (Mich.) Memorial 
Hospital and Edward W. Sparrow Hospital in Lansing; died 
Dec. 13, aged 50, of injuries received in an airplane crash. 


Ancerawicz, Albert Joseph, Kulpmont, Pa.; Temple University 
School of Medicine, Philadelphia, 1919; for six years county 
coroner; served during World War I; died in Danville (Pa.) 
State Hospital Dec. 24, aged 59, of cirrhosis of the liver. 


Astley, George Mason @ Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1903; emeritus 
professor of surgery at Temple University School of Medi- 
cine; served during World War I; for many years on the staff 
of Woman’s Hospital; affiliated with Temple University Hos- 
pital, where he died Jan. 15, aged 71, of myocardial infarction. 


Bernstein, Eugene A., Boston; Harvard Medical School, Bos- 
ton, 1952; certified by the National Board of Medical Ex- 
aminers; resident at the Beth Israel Hospital, where he died 
Jan. 7, aged 34, of acute myelogenous leukemia. 


Boland, Benedict Fenwick ® Boston; Tufts College Medical 
School, Boston, 1920; professor of clinical gynecology at his 
alma mater; member of the New England Obstetrical and Gyne- 
cological Society; fellow of the American College of Surgeons; 
affiliated with Massachusetts General Hospital, Boston City 
Hospital, and St. Elizabeth’s Hospital, where he died Dec. 24, 
aged 60, of hepatic and renal failure. 


Brin, Alfred Ross ® Monroe, La.; University of Texas School 
of Medicine, Galveston, 1938; specialist certified by the Amer- 
ican Board of Urology; fellow of the American College of Sur- 
geons; served during World War II and in 1945 received the 
certificate of merit; on the staffs of St. Francis Sanitarium and 
the E. A. Conway Hospital; died Jan. 18, aged 38, of acute 
leukemia. 


Broomall, Harold Shoemaker, Philadelphia; University of Penn- 
sylvania School of Medicine, Philadelphia, 1914; died Oct. 31, 
aged 65. 


Bruno, Alexander ® New York City; Columbia University Col- 
lege of Physicians and Surgeons, New York, 1913; fellow of 
the American College of Surgeons; member of the American 
Trudeau Society; during World War I served as a surgeon with 
the Red Cross with the rank of captain in France and received 
the award of the Cross of the Legion of Honor from the French 
government; died recently, aged 64. 


Cohen, Benjamin ®@ Chicago; Chicago Medical School, 1931; 
affiliated with the Chicago State Hospital; died Jan. 30, aged 
53. 


Cooper, Clifford ® Titusville, Pa.; Western Pennsylvania Medi- 
cal College, Pittsburgh, 1905; past president of the Crawford 
County Medical Society; served on the board of health of 
Titusville; resigned in January 1953 after many years as di- 
rector of the Second National Bank; member and past presi- 
dent of the Titusville Hospital, where he died Dec. 5, aged 
71, of retroperitoneal abscess. 


Cuthbert, Fred Sheets ® Kokomo, Ind.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; died Nov. 20, aged 77, of coronary throm- 
bosis. 


Daniel, John William ® Savannah, Ga.; University of Georgia 
Medical Department, Augusta, 1896; served during World 
War I; past president of the Georgia Medical Society; formerly 
member of the state board of health; died Jan. 1, aged 85, of 
cardiovascular renal disease. 


Davis, Deane Darling © Grove City, Ohio; Starling Medical 
College, Columbus, 1901; veteran of the Spanish-American 
War; died Jan. 8, aged 75, of acute coronary occlusion. 


Ellis, Walter Winthrop © Delaware City, Del.; Jefferson Medi- 
cal College of Philadelphia, 1905; past president of the New 
Castle County Medical Society; on the staff of the Delaware 
Hospital; vice-president of the Delaware City National Bank; 
died Nov. 27, aged 75, of coronary thrombosis. 
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Evans, Andrew Jackson © Mineral Wells, Texas; University of 
Louisville (Ky.) Medical Department, 1909; also a graduate in 
pharmacy; on the staff of Nazareth Hospital; died Dec, 19 
aged 73. ; 
Fort, James Arthur © North, S. C.; Atlanta School of Medi- 
cine, 1907; died Nov. 15, aged 73. 


Fulton, Harry Lester © Fresno, Calif.; University and Bellevue 
Hospital Medical College, New York, 1932; member of the 
Medical Society of the State of New York; served during 
World War II; affiliated with Veterans Administration Hospj. 
tal; accidentally shot and killed himself, Jan. 9, aged 46. 


Garrett, Clarence Coleman ® Fort Worth, Texas; University 
of Pennsylvania School of Medicine, Philadelphia, 1927; editor 
of Bulletin of the Tarrant County Medical Society; died in Ajj 
Saint’s Hospital Jan. 1, aged 51, of essential hypertension, 


Gitlow, Samuel ® New York City; Columbia University Col. 
lege of Physicians and Surgeons, New York, 1912; an Asso. 
ciate Fellow of the American Medical Association; fellow of 
the American College of Physicians; past president of the 
Bronx County Medical Society, North Bronx Medical Society, 
and Bronx Pathological Society; consulting physician, Lebanon 
Hospital and Home and Hospital of the Daughters of Jacob; 
died in Miami Beach, Fla., Jan. 6, aged 64, of coronary oc- 
clusion, 


Grudberg, Simon Charles, Kew Gardens, N. Y.; Columbia 
University College of Physicians and Surgeons, New York, 
1907; died in the Bellevue Hospital in New York City, Jan, 2, 
aged 69. 


Hanavan, Eugene Joseph @ Buffalo; University of Buffalo 
School of Medicine, 1915; affiliated with Our Lady of Victory 
Hospital in Lackawanna, N. Y.; on the staff of the Mercy 
Hospital, where he died Dec. 20, aged 64, of peritonitis and 
intestinal obstruction. 


Harper, William Frantz © Selma, Ala.; Harvard Medical 
School, Boston, 1922; member of the Southeastern Surgical 
Congress; fellow of the American College of Surgeons; on the 
staff of the Selma Baptist Hospital; died Jan: 1, aged 57, of 
a heart attack. 


Harwell, Carl Mallory © Osceola, Ark.; Memphis (Tenn.) 
Hospital Medical College, 1909; on the staff of the Osceola 
Memorial Hospital; died in Roanoke, Va., Dec. 26, aged 73, 
of coronary thrombosis. 


Howard, John Richard ® Lake Waccamaw, N. C.; Medical 
College of Virginia, Richmond, 1924; died in James Walker 
Memorial Hospital in Wilmington Dec. 24, aged 55, of arterio- 
sclerotic heart disease. 


Hunt, William West © East Providence, R. I.; College of Phy- 
sicians and Surgeons, medical department of Columbia Col- 
lege, New York, 1890; at one time police surgeon; served on 
the staffs of the Memorial Hospital in Pawtucket and the 
Rhode Island Hospital in Providence; died Dec. 18, aged 85, of 
cerebral thrombosis and arteriosclerosis. 


Huntington, Ella Edwina, San Diego, Calif.; Pulte Medical 
College, Homeopathic, Cincinnati, 1900; died Dec. 20, aged 
91, of carcinoma of the bladder. 


Hurford, Phelps Grant @ St. Louis; Washington University 
School of Medicine, St. Louis, 1908; served during World 
War I; died Dec. 13, aged 77, of heart disease. 


Kandel, Harry Milton © Savannah, Ga.; University of Georgia 
Medical Department, Augusta, 1926; fellow of the American 
College of Physicians; served in World War II; formerly vice- 
president of the Georgia Medical Society; on the staff of St. 
Joseph’s Hospital; died Jan. 4, aged 55, of cerebral hemor- 
rhage. 


Kleeberg, Felix, Levittown, N. Y.; Jefferson Medical College 
of Philadelphia, 1899; died Jan. 3, aged 85, of heart failure. 


Lincoln, Robert Edward, Medford, Mass.; Boston University 
School of Medicine, 1926; served during World War II; died in 
the Ring Sanatorium in Arlington Jan. 30, aged 54, of acute 
myocardial infarction. 











GOVERNMENT SERVICES 


ARMY 


Mrs, Wilder Retires.—Mrs. Helenor Campbell Wilder, chief of 
the section of ophthalmic pathology at the Armed Forces Insti- 
tute of Pathology, Washington, D. C., recently retired after 30 
years of service that brought her to the top in ophthalmic pathol- 
ogy. In 1953 she was honored as “Woman of the Year” for 
science by the Women’s National Press Club, and she will soon 
receive the Exceptional Meritorious Award, the highest civilian 
award in the Department of Defense. Brig. Gen. Elbert De- 
Coursey, director of the Armed Forces Institute of Pathology, 
stated that her work has advanced the study of the eyes more 
than 50 years. The disease of the eye that was demonstrated 
by Mrs. Wilder to be due to toxoplasma had puzzled pathol- 
ogists for generations. Her knowledge of ophthalmic pathology 
has taken her to lecture from Baltimore to Tokyo. She is the 
first woman to be elected an honorary member of the American 


Academy of Ophthalmology and Otolaryngology. Mrs. Wilder 
is also a member of the American Association of Pathologists 
and Bacteriologists, which is the only time in the history of 
that organization that anyone has been accepted without an 
M.D. degree. The picture shows Mrs. Wilder admiring the gift 
presented her by the staff of the Armed Forces Institute of 
Pathology. Mrs. Wilder was recently married to Mr. Roland C. 
Foerster, and her home will be in San Francisco. 


ATOMIC ENERGY COMMISSION 


Symposium for High School and College Students.—Twelve of 
Oak Ridge’s senior chemists will go to Atlanta, Ga., on March 
5-6 to present an Oak Ridge symposium for college students 
and promising high school seniors in the Atlanta area. Emory 
University and Georgia Institute of Technology will serve as 
hosts for the symposium, the first to be presented by Oak Ridge 
scientists before a combined high school-college audience. Oak 
Ridge scientists have become increasingly conscious of an obli- 
gation to encourage young people to continue their education, 
to add to this country’s basic strength. The Atlanta conference 
is an outgrowth of this feeling. 

The symposium will be presented by the Oak Ridge Institute 
of Nuclear Studies and the Oak Ridge National Laboratory. 
Entitled “Atomic Energy and Chemistry,” the symposium has 


as its purpose stimulation of the interest of young people in 
chemistry as a profession. The program will include demonstra- 
tions of chemical equipment from Oak Ridge and a motion pic- 
ture showing how chemistry contributes to the Oak Ridge 
research program. Among the speakers will be Dr. Clarence E. 
Larson, director, Oak Ridge National Laboratory, Dr. Ellison 
Taylor, assistant research director, and Dr. S. C. Lind, director 
of the laboratory’s chemistry division. College students in all 
Georgia schools north of Macon and from high schools in a 
50 mile radius of Atlanta are invited to conference. The first 
day’s proceedings will be held on the Emory campus. The ban- 
quet and the second day’s program will be held at Georgia In- 
stitute of Technology. Blake Van Leer, Georgia Tech president, 
will preside at the banquet and Goodrich C. White, president of 
Emory will speak at the opening session. 

Oak Ridge National Laboratory is operated for the Atomic 
Energy Commission by Union Carbide and Carbon Corpora- 
tion. The laboratory’s main activities are in the fields of nuclear 
reactor development and technology as well as the production 
of radioactive isotopes for research purposes. The Oak Ridge 
Institute of Nuclear Studies is a nonprofit educational organiza- 
tion owned by 32 universities, carrying out a program of re- 
search and training in the nuclear sciences through a contract 
with the Atomic Energy Commission. 


PUBLIC HEALTH SERVICE 


Regular Corps Examination for Medical Officers.—A competi- 
tive examination for appointment of medical officers to the 
regular corps of the U. S. Public Health Service will be held 
on June 1-3. Examinations will be held at a number of points 
throughout the United States. Applications must be received no 
later than April 30. Appointments will be made in the grades 
of assistant surgeon (equivalent to Navy rank of lieutenant, 
j.g.) and senior assistant surgeon (equivalent to lieutenant). Ap- 
pointments are permanent in nature and provide opportunities 
to qualified physicians for a career in clinical medicine, re- 
search, and public health. The requirements for both grades are 
U. S. citizenship, age of at least 21 years, and graduation from a 
recognized school of medicine. For the rank of assistant surgeon, 
at least 7 years of collegiate and professional training and 
appropriate experience are needed, and, for senior assistant sur- 
geon, at least 10 years of collegiate and professional training 
and appropriate experience are needed. 

The examination will include an oral interview, physical ex- 
amination, and written objective tests covering the professional 
field. A copy of the applicant’s birth certificate and of transcripts 
covering all undergraduate and professional education must 
accompany application forms. Entrance pay for an assistant 
surgeon with dependents is $6,017 per year; for senior assistant 
surgeon with dependents, $6,918. These figures include the 
$1,200 annual additional pay received by medical officers as 
well as subsistence and rental allowance. Provisions are made 
for promotion at regular intervals up to and including the grade 
of senior surgeon (commander) and for promotion by selection 
to the grade of medical director (captain). Retirement pay after 
30 years of service or at the age of 64 is three-fourths of annual 
basic pay at the time of retirement. Minimum disability retire- 
ment pay is ordinarily one-half of annual basic pay at the time 
of retirement. Additional benefits include periodic pay increases 
(time served as a member of the armed forces is credited), 30 
days annual leave, sick leave, full medical care, and other privi- 
leges. Information may be obtained by writing to the Chief, 
Division of Personnel, U. S. Public. Health Service, Washing- 
ton 25, D. C. Completed application forms must be received 
in the Division of Personnel no later than April 30. 
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FOREIGN LETTERS 


LONDON 


Smokeless Zones.—Both the British Medical Journal and the 
Lancet recently discussed smokeless zones. In 1935, Charles 
Gandy, a Manchester barrister, proposed the principle of 
smokeless areas as a method of reducing smoke pollution in 
the industrial towns of England. The National Smoke Abate- 
ment Society, of which he was chairman, approached the 
Manchester Public Health Committee, with the result that the 
central area of the city was surveyed in 1938 as a first step 
in the creation of a smokeless zone. The outbreak of war 
held up the scheme, and it so happened that the area was 
heavily damaged by air attack. After the war, the area was 
again surveyed, and it was found that the premises within it, 
consisting mainly of offices, shops and only a few dwelling 
houses, had over 2,000 open fireplaces, most of which used 
bituminous coal. The heating system of many of the buildings 
had already been modernized, and coal had been replaced by 
electricity, gas, or coke. This central area was, therefore, 
deemed to be suitable for an experimental smokeless area. 

In a smokeless zone the emission of smoke from any build- 
ing is prohibited and there are penalties for breach of this 
rule. Smoke includes the visible and tangible products of 
incomplete combustion, but not such deleterious gases as 
sulphur dioxide. Local authorities are always required to con- 
tribute to the expenses incurred in making premises smoke- 
less. There is no control over railway locomotives or of some 
mining processes—a freedom sometimes abused. 

The creation of a smokeless zone is not without difficulties. 
It is essential to obtain the support of public opinion, and 
persuasion and diplomacy are required to convince owners and 
tenants of premises within the proposed zone that it will be 
a good thing for the community and themselves. Expert advice 
must be freely available so that the conversion of fuel-burn- 
ing appliances will be the most suitable for particular condi- 
tions. Patient explanation must be given to demonstrate that 
efficiency and economy go hand in hand and that smoke, be- 
side being a nuisance, is in itself a waste of expensive fuel. 
Serious difficulties arise in relation to industrial operations, 
but they are not insurmountable. 

The results in Coventry and Manchester have been most 
satisfactory. The medical officer of health for Manchester, 
has been so impressed with the success of the first year’s opera- 
tion of the central zone that he has already recommended an 
extension of the zone. The city council has approved, and 
subject to the consent of the Ministry, the existing zone will 
be increased to more than double on Oct. 1, 1954. There 
are still large areas of Manchester left to be made smokeless. 
Manchester is the nucleus of a congested industrial area of 
nearly 3,000,000 persons. Although at first sight, to create a 
smokeless zone of about 100 acres would appear to be a 
quixotic gesture, with little hope of practical effect, such an 
effect has been achieved. The center of Manchester is already 
clearer; the haze of smoke outside the zone contrasts markedly 
with the absence of visible smoke within the zone. The press 
has commented favorably on “the hole in the fog.” Business 
houses within the zone have written to the newspapers ex- 
pressing appreciation of the results; commercial firms outside 
the zone have asked for extensions to include their premises; 
public opinion is strongly favorable, and further reduction of 
atmospheric pollution needs the support of the medical pro- 
fession. 


Need of Physicians’ Records.—The problem of whether a 
physician should give information about his patients baffled 
a conference on Vital and Health Statistics held recently in 
London. Delegates (from 28 countries) agreed that it was not 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


yet possible to make a specific recommendation applicable 
in all countries and decided that further consideration was 
necessary. They accordingly proposed that the Expert Com. 
mittee on Health Statistics continue to study the matter. Vijta| 
Statistics require extensive use of records, the contents of 
which are ordinarily safeguarded by professional medicaj 
secrecy. Access to such data varies greatly in different coup. 
tries. It was reported that devices to satisfy secrecy included 
identifying individual records by number rather than by name 
and sending such records in sealed envelopes. It was recog. 
nized that secrecy could not be kept where, for instance, g 
person suffering from a communicable disease had to be 
identified. 

The conference was told also that physicians in certain 
countries had to be protected against the legal and psycho. 
logical consequences of certifying certain causes of death. Safe. 
guarding professional secrecy was, therefore, in some countries, 
desirable. Among recommendations made by the conference 
are those that follow. 1. A detailed census should be held 
at least once every 10 years. (This is already the practice in 
Britain, where there has been a census each decade since 
1801, except in 1941.) 2. In intercensal years, annual popula- 
tion estimates should be made. 3. Sickness surveys should be 
carried out and should give the causes of absence from work. 
4. In countries with underdeveloped services, mobile medical 
teams should obtain information. 5. All countries should set 
up national committees on health statistics. They would help 
to achieve uniformity in records. This first international con- 
ference of its kind was called by the World Health Organi- 
zation. 


MEXICO 


Studies on Retinoblastoma.—Dr. Maximiliano Salas of the 
Hospital Infantil has reported (Bol. méd. Hosp. infantil 10: 
499-530, 1953) that 49 cases of retinoblastoma have been 
studied in that institution. In 47 patients the condition appeared 
in the first five years of life and in 39 it appeared in the first 
three years. In 8 patients it was noted at birth and in 21 within 
the first few months of life. None of the patients were over 
10 years old. Twenty-four were male and 25, female. The right 
eye was affected in 16 patients, the left in 26, and both eyes 
in 7. With the exception of one patient all appeared to have 
the sporadic type. The histological findings in 33 patients were 
typical, and the 16 remaining showed variable and nonspecific 
changes, but with a tendency to form the characteristic histo- 
logical pattern in certain areas of the tumor. The degenerative 
changes, such as necrobiosis, necrosis, and hemorrhage, were 
constant, and calcification was frequent. 

In the early diagnosis of retinoblastoma, the pediatrician is 
of first importance and to make an early diagnosis he should 
be constantly aware of the disease. With the slightest ocular 
manifestations, a thorough examination should be made, and, 
if the condition is found and an operation performed, the 
chances for recovery are greatly improved. The prognosis in 
the first period is favorable when the neoplasm constitutes a 
localized process. The prognosis in the fourth period when 
dissemination has occurred is extremely grave, and the treal- 
ment can be only palliative. Between these two extremes there 
are many gradations. In the present series, 7 patients died in 
the hospital and 17 with advanced disease left the institution 
at the request of their families. This gave a mortality of about 
50%. Of the remaining patients, 8 were apparently cured and 
the remaining 17 were in the intermediate group with a varia- 
ble prognosis for survival. All patients were given both surgical 
and radiological treatment. Once a patient has been operated 
on, the prospects for a second operation giving a beneficial 
result are poor. 
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Trichinosis in Mexico.—According to Dr. Luis Mazzotti (Rev. 
san. panam. 35:418 [Oct.] 1953), Trichinella spiralis was first 
identified in Mexico in 1896, by Toussaint, who found it 
in 13 cadavers he examined at Hospital de San Andrés, in 
Mexico City. No such investigation was made again until 43 
years later, when Perrin in 1939 examined 200 human dia- 
phragms by compression of 1 gm. of muscle and found that 
25 had trichinae. Four years later, Mazzotti and Chavira ex- 
amined 527 human diaphragms in Mexico City and found the 
parasite in 19, In the same year Mazzotti and Pastrana found 
that their method in which digestion was used was not as 
effective as had been thought, because a large number of cysts 
disappeared under the digestive action of the artificial gastric 
juice. They therefore continued their studies using only com- 
pression of 10 gm. of muscle and found parasites in 57 of 473 
diaphragms. The incidence in Mexico is similar to that in the 
United States, where Wright, Kerr, and Jacobs (1943) found 
the parasites in 16% of 5,313 diaphragms. Gould (1943) in 
Michigan examined 357 diaphragms by compression of 10 gm. 
of muscle and found 29% positive. In 1938 Jacobs using com- 
pression only had found parasites in 6 of 100 diaphragms that 
had previously been studied by the compression and digestion 
method and were reported as negative. It appears that in 
Mexico the benign form of human trichinosis predominates 
and that the severe forms are rare. 


NORWAY 


Claims Against Physicians and Hospitals—In 1953 Dr. Jon 
Bjornsson published in a Norwegian law journal a review of 
the problems raised by accidents leading to claims for com- 
pensation against doctors and hospitals. He quoted a study by 
Dagfinn Dahl covering the period 1932 to 1944, during which 
one insurance society alone dealt with 162 claims for compensa- 
tion. Among these claims there were only three that led to 
action in a court of law. Two-thirds of these claims were set- 
tled out of court by the payment of a sum agreed on by all 
parties, and one-third of the claims were dismissed. Some hos- 
pital was involved in 80 of these cases. Since 1944 there has 
been no great change in the situation, and insurance against 
claims is now taken out as a general rule by both physicians 
and hospitals. The natural desire of doctors to avoid publicity 
in this field and the tendency of law courts to give patients the 
benefit of the doubt at the expense of insurance societies have 
led to an unhealthy situation. Dr. BjOrnsson warned his readers 
that Norwegian insurance societies may take their cue from 
certain American societies that have lately refused to handle 
such claims against physicians and hospitals. Faced by the 
prospect of heavy damages awarded by law courts, insurance 
societies are being forced to quote almost prohibitive premiums. 


A case quoted by Dr. Bjérnsson shows how the senior Nor- 
wegian public health officer, whose title is “health director,” 
may make his influence felt in a reasonable settlement. The pa- 
tient in this case consulted a physician for pain in the back. 
Rheumatism was diagnosed and rest in bed prescribed. When 
he did not recover, the man saw another physician who took a 
roentgenogram of the spine, which showed a slight fracture. 
The patient blamed his first doctor for not having taken a 
roentgenogram at once. This doctor had, however, not been told 
that the patient had been exposed to any strain likely to cause 
a fracture. Besides, pain in the back is so common that it 
would not be sensible to make it an indication for a radio- 
logical examination in every case. The health director explained 
the situation from this point of view and thus helped to pacify 
the patient. Dr. Bjérnsson concluded that many a conflict could 
have been avoided by the establishment of a more harmonious 
contact between patient and physician. In Denmark claims 
against physicians and hospitals are dealt with by a permanent 
board of medical experts possessing much experience in this 
field; however, a more casual arrangement exists in Norway 
with the appointment in each case of medical experts to give 
judgment. 
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Cancer of the Lungs.—On Dec. 4, 1953, Prof. Leiv Kreyberg 
presented a report to the Norwegian Academy of Science on 
the increase of cancer of the lungs. His material consisted of 
233 patients with primary cancer of the lungs, observed over 
a five year period. After pointing out that as late as 1951 there 
had been some confusion over the nomenclature, he noted that 
since then there had been some improvement in this respect, 
and he was able to distinguish between six types of the disease, 
each with distinctive features that might help to throw light on 
its cause. The ratio of men to women for the entire series was 
four to one. Cases of adenocarcinoma, with a sex ratio of one 
to one, showed an uninterrupted rise of frequency from the 
age of 40 to the oldest age group. Professor Kreyberg called 
attention to a group that included three microscopically distinct 
subgroups and in which the ratio of men to women was 20 
to 1. The age curve in this group was unusual in that the 
maximal incidence occurred between the ages 50 and 59. There 
was a Slight decrease in incidence between the ages 60 and 
69 and a marked fall between the ages 70 and 79. He endorsed 
Korteweg’s views with regard to the lung cancer curve, the 
contour of which was largely determined by this particular 
age group. 

The lung cancer curve has arisen for the most part in the 
present century and is the outcome of human action resulting 
in the occurrence of substances promoting cancer of the lungs, 
chiefly in men, possibly because of their vocations or their 
habits. The possibility of a sex factor in this process cannot be 
dismissed. Much of the rise of the cancer rate in men in Nor- 
way (from 15 cases in 1930 to 150 in 1950) probably reflects 
more accurate diagnosis. It is not likely that the real rate has 
been more than doubled or trebled in that period. At present 
cancer of the lungs is the fourth most common form of can- 
cer in Norway; less than 6% of all the deaths from malignant 
tumors in men are due to it. The corresponding rate in Great 
Britain is about 25%. Barely half the Norwegian patients with 
cancer of the lungs have had a history tending to incriminate 
smoking. An analysis of 127 cases indicates that cancer of the 
lungs is commoner in Norwegian towns and industrial areas 
than in the country. 


Local BCG Study.—When Dr. J. Heimbeck began in 1927 to 
vaccinate the tuberculin-negative nurses of Ullevaal Hospital 
with BCG, he also planned a study of the vaccine in the iso- 
lated Sollia district with a population of about 400 at that 
time. Tuberculin tests of 360 of these persons showed that 172 
were positive and 188 were negative. Among these 188 were 
147 who consented to the subcutaneous injection of 0.05 mg. 
of BCG. Thenceforth all three groups (the tuberculin-positive 
not vaccinated, the tuberculin-negative not vaccinated, and the 
tuberculin-negative vaccinated) were kept under close observa- 
tion, the last examination being made by Heimbeck in the 
spring of 1953. In the Tidsskrift for den norske laegeforening 
for Dec. 15, 1953, Heimbeck published his recent findings. 
Among the 172 tuberculin-positive persons not vaccinated there 
was a tuberculosis morbidity of 2.4, a tuberculosis mortality 
of 1.1 and a mortality from other causes of 11 per 1,000 
observation years. Among the 41 tuberculin-negative persons 
not vaccinated there was a tuberculosis morbidity of 2, a tuber- 
culosis mortality of 1, and a mortality from other causes of 7 
per 1,000 observation years. Among the 147 tuberculin-nega- 
tive persons vaccinated, there was not a single case of tuber- 
culosis throughout the 26 year period, but there were 5 deaths 
from causes other than tuberculosis. The relatively small num- 
ber of deaths from causes other than tuberculosis could largely 
be traced to the persons in this group being younger than 
those in the first group. Heimbeck’s follow-up study also in- 
cluded tuberculin testing in 1953 of the persons who had been, 
vaccinated in 1927. Most of them were still tuberculin posi- 
tive, but, as several of them had probably been exposed to 
infection with virulent tubercle bacilli in the interval, the per- 
sistence of a positive reaction was not necessarily the outcome 
of the vaccination. Over the years Heimbeck has learned to 
distinguish between the comparatively mild tuberculin reaction 
after BCG and the comparatively violent reaction after acci- 
dental infection with virulent tubercle bacilli. 


J.A.M.A., March 6, 1954 
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RETIREMENT FOR OLDER EMPLOYEES 

To the Editor:—In the editorial “Inactivity or Employment 
for Older Workers” (J. A. M. A. 154:242 [Jan. 16] 1954) 
appears the statement: “The best solution is the creation of a 
panel to include one or more high level executives and the 
industrial physician to judge each case on its merits... .” 
In my opinion the presence of management representatives on 
such a panel is undesirable, as it arouses a sense of suspicion 
in the employee and among interested union officials. This 
distrust was apparent when, in 1952 at the request of the 
U.A.W.-C.LO., the question of compulsory retirement. of em- 
ployees at age 68 was reviewed by officials of a corporation 
of which I was then medical director. 

After a combined study, a new agreement superseding the 
existing contract was accepted. The salient features were those 
that follow. 1. Each union member is asked to report to the 
medical department for examination and evaluation several 
months before his 68th birthday. 2. The medical director is 
furnished data on the employee’s job performance, his attend- 
ance record, and a detailed description of his job requirements. 
3. After examinations have been completed, the medical di- 
rector recommends either continued employment (at the work- 
er’s current job or at one of lesser requirements or reduced 
hours of work) or retirement. Copies are sent to the employee, 
personnel department, and the union. 4. If continued employ- 
ment on the existing basis is recommended and accepted, re- 
examination and evaluation are carried out annually. 5. If 
continued employment on a modified basis is recommended 
but not accepted by the employee, compulsory arbitration is 
used to resolve the issues. 6. If retirement is recommended, 
the employee has 30 days to appeal. The union office is noti- 
fied by copy. If appeal is taken, compulsory arbitration is 
initiated. In such cases, the arbitor is a previously agreed on 
university hospital. Under this agreement the potentially fric- 
tional issue of compulsory retirement has been satisfactorily 
worked out. Nonunion employees and executive personnel 
should have the advantages of a similar retirement evaluation. 
I am not, however, aware of any such program currently in 
practice. 

MartTIN G. VoruHaus, M.D. 
1130 Park Ave., New York 28. 


SIMULTANEOUS SIGMOIDOSCOPY AND 
BARIUM ENEMA 
To the Editor:—In THE JourRNAL (154:121 [Jan. 9] 1953) Jam- 
pel, Dewing, and Jacobson introduced a bold idea in their 
paper “Simultaneous Sigmoidoscopy and Barium Enema.” The 
authors must be complimented for their courage and for their 
good intentions, but such courage can only lead to disaster. 
In the first place a complete sigmoidoscopic examination 
worthy of the effort must include inspection of the entire 
mucosa during the withdrawal of the instrument. If this is 
so, then it would be necessary to reintroduce the instrument 
for the barium enema. This would make the combined pro- 
cedure superfluous. Second, leaving the sigmoidoscope in situ 
and allowing the patient to move from side to back or any 
other position is extremely hazardous. Sigmoidoscopic and 
barium x-ray examinations are usually performed on patients 
with suspected disease in the rectum or sigmoid. Severe injury, 
if not perforation, can be produced when the patient is moved 
while the sharp edge of the sigmoidoscope is in close contact 
with the mucosa. Third, the Sims’ position has long been dis- 
carded as a satisfactory position for sigmoidoscopy. With the 
patient in this position, the instrument is difficult to pass, the 
entire mucosa is difficult to inspect, the physician is in an un- 
comfortable, awkward posture, and air inflation, which is irritat- 
ing to the inflamed bowel, is almost always required. 

The second to the last sentence of the case report in the 
article cited states, “The chronic inflammatory indurative proc- 
ess distorted the crypts and columns in the anal canal and 


caused multiple fissuring of the crypts and anal skin.” Hoy 
was it possible to inspect the anorectal region during this com. 
bined procedure? It is obvious that this description belongs 
to another examination and that the simultaneous sigmoid. 
oscopy and barium enema cannot be given credit for this 
finding. Although I respect the attempt, I can see no value 
to this combined procedure; in fact, it is dangerous, and | 
for one would not recommend it. 


WILLIAM Z. FRADKIN, M.D. 
27 Prospect Park West, Brooklyn 15, 


STORAGE AND HOMOLOGOUS SERUM JAUNDICE 


To the Editor:—The absence of risk of homologous serum 
jaundice as shown by J. Garrott Allen and associates (J. 4, 
M. A. 154:103 [Jan. 9] 1954) by preservation of liquid plasma 
for six months is a matter of great therapeutic interest. Dur- 
ing the years 1948-1951, I had a similar experience with 
lyophilized plasma. Sixty containers of Red Cross plasma 
collected during the war had been left in an abandoned Coast 
Guard dispensary on Cape Hatteras where the temperatures 
during the summer reach a subtropical high. Although the ex- 
piration date had passed, situations arose in which plasma was 
needed desperately. All 60 containers of two units each were 
eventually used. Not a single case of transfusion hepatitis or 
other complication developed. After this experience, I talked 
with a medical officer who had served in the Pacific and who, 
under similar circumstances, had used lyophilized plasma that 
had passed the expiration date. He also had noted the absence of 
serum jaundice. 

I discussed the possible dangers of the use of such plasma 
with persons at the National Institutes of Health. They stated 
that the only possible danger could be the deterioration of the 
rubber stopper of the containers in which the plasma was pre- 
served. This was minimized by the vacuum in the cans in which 
the bottles were kept. If this method of prolonged storage were 
turned to large scale use, it would be a simple matter to have 
the rubber stoppers changed at the end of two years and 
under aseptic conditions. It seems, therefore, that prolonged 
storage of lyophilized plasma under subtropic and tropic tem- 
peratures may be a complete preventive of serum hepatitis. 
While the number of cases are too small to be conclusive, 
I believe that with Allen’s work they point the way to com- 
plete prevention of these transfusion reactions. 


NorMAN M. HornstTEIN, M.D. 
Southport, N. C. 


THE PASSING MOMENT 

To the Editor:—In reflecting on the interesting discussions in 
the recent Leisure Corner, a physician cannot help but try to 
analyze what is hidden behind this ambiguous term “leisure.” 
Probably one of the most universal interests, especially among 
physicians, is photography. It seems justified to consider its 
emotional background in more detail. Perhaps such an ap- 
proach may lead to a better understanding of the underlying 
dynamics and nature of leisure activities. 

Currently the universal appeal of viewing and taking pic- 
tures is so well known and so much taken for granted that 
we no longer find anything amazing about it. Yet the invention of 
photography is only about a century old. While the medical and 
scientific uses are obvious, I am here concerned with the hobby 
as such. Many outstanding physicians have been and are dis- 
tinguished amateurs (as in so many other artistic interests). 
My primary concern here, however, is the examination of why 
so many enjoy photography who are just simple snapshot fans 
without much merit. What are the deeper emotional forces 
that contribute to this widespread appeal and practice? What 
needs within us are fulfilled by taking pictures? As physicians 
we cannot help asking for the motives and underlying forces 
in our enjoyment, of which we certainly have little enough. 
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A few everyday expressions indicate how deeply imbedded 
photography has become in our daily lives. To focus attention, 
io retouch the facts, a blurred picture, the right angle, under- 
developed, to shoot a picture, to hunt for a subject, low key 
and high key, and to highlight are only a few. Artificial, newly 
coined words like Kodak and Leica have become as interna- 
tional as OK and dollar. 

The universal urge to express ourselves by graphic means, 
such as drawing and painting, is as old as the history of man- 
kind. The impulse to improve their technical potential was felt 
centuries ago, aS was clearly expressed in the complaint of 
Lessing: “Would that we could paint with the eyes. How much 
is lost in the long road from eye to arm to pencil.” It is well 
known from the language of primitive people, children, and 
dreams that we think in pictures long before we are capable 
of abstract forms of reflection. Mankind has preserved a uni- 
versal language of picture symbols without knowing it. But it 
comes to the surface again even in today’s growing desire of 
the person to express himself and in his increasing interest 
in personality. Goethe gives this as the reason why confessions, 
memoirs, letters and anecdotes of long gone, and even insig- 
nificant persons are so fascinating. In a deeper sense, both letters 
and pictures spring out of the same need. It is at this point 
that the right of the amateur must be reasserted. We are in the 
very real danger of exaggerating the critical attitude toward all 
works of art, as though the famous composers and painters had 
produced only for the sake of a few critics and judges. It can- 
not be stressed enough that their creative efforts were intended 
as communications for a specific purpose, a specific occasion, 
and a specific public. 

Today when people no longer write diaries, the snapshots 
record their lives, as comics, picture magazines, and television 
replace reading. As a sign of real friendship, people show each 
other pictures of their early years. We smile when we see them 
standing before the statue of Lincoln or the Empire State Build- 
ing, but such a picture satisfies the very real need to hold fast 
to that very moment—to confirm to themselves that they were 
once actually there. When we take pictures of people, we can- 
not help observing their varying reactions. Some immediately 
take on a conventional set smile, masking their natural expres- 
sion, while others continue the usual rigid pose. Even national 
ideals are standardized in the sometimes painfully forced smiles 
of political leaders that custom dictates. 

These considerations already lead us to a deeper analytical 
level. Hidden there lie forces that express themselves in the 
photographic urge. Nineteen years ago the late Dr. Wilhelm 
Lange-Eichbaum (1874-1949), who excelled in psychiatry, chess, 
writing, sailing, sculpturing, and last but not least, photography, 
wrote these reflections: 

“One takes pictures out of the joy of looking, and also out 
of a thirst to possess. What has been seen must be had so that 
you can show it to others, either out of vanity as a hunting 
trophy (surpassing the rival in competition), or to store away 
and gather in for the memory of mankind. Furthermore, we 
take pictures for the thrill of chase and capture, out of desire 
for mastery of the technical miracle, out of the itch of curiosity. 
There is a nervous tension before the magic box: Will it come 
out all right? Also there is the creative joy; one becomes a 
begetter, a creative artist. Out of chaos, we create a world. Or, 
one portrays oneself. Technic permits us to make self portraits, 
thus the beloved eye is mirrored and preserved for all time. In 
addition, the I becomes expanded to eternity, as well as the 
spouse, the dog, the house and garden, and again and again, 
the children. With the mouthpiece of the camera, the ego 
devours the world like a gigantic snake. Thus the ego swells 
and inflates itself and becomes greater in its own eyes.” 


It is not accidental that we talk about “camera addicts,” 
meaning fanatic devotion as miniature camera fans; “specialists” 
in portraits of men, dogs, flowers, and fashions; color devotees 
fight for their faith with religious zeal in endless bull sessions. 
This reminds us at times of the loyalty with which families 
cling to one make of automobile; for example, “We are a 
Dodge family”. There is often the danger that the recording of 
an experience may overshadow the experience itself. Shooting 
the wedding is more important than the wedding itself. At 
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Yosemite Park, even young persons stare at night at color 
movies of Yosemite instead of roaming around to discover the 
beauties of the park for themselves. 

The apparent overconcentration on the technical level of 
new developers, lenses, gadgets, which is elevated at times to 
a matter of faith, has also a positive value. It is an expression 
of a fact we tend to overlook; namely, that conscious choice 
and manipulation are also a primary source of pleasure. Kierke- 
gaard spoke of this in a day when photography was generally 
unknown, when he observed that “the essence of pleasure does 
not lie in the thing enjoyed, but in the accompanying conscious- 
ness.” 

Like the motto on the sundial in Venice, we will record only 
the sunny, happy hours of life, like a receding pinpoint of light 
as the train of our life roars on through the tunnel of aging. 
As a person becomes aware of his diminishing vitality, he is 
anxious to leave a trace of himself after he is gone. Not every- 
one can leave sons or be a Shakespeare, Rembrandt, Edison, 
or Frank Lloyd Wright. Then more than ever, he is anxious 
to hold fast the fleeting moment before it has vanished forever. 
Who should be better prepared to experience the changing 
drift of events than a physician? It is, therefore, not incidental 
that so many physicians are attracted by the hobby of photogra- 
phy. It is not only medical photography, the latest offspring of 
the rather young art, that fascinates them, but the wide field 
of the art itself, sharing with our fellowmen the same human 
dream of everlasting youth, fighting against aging and wasting, 
by binding time as Joshua did: “Sun, stand thou still upon 
Gibeon.” 

RICHARD D. LOEWENBERG, M.D. 
238 18th St. 
Bakersfield, Calif, 


STRAMONIUM POISONING 

To the Editor:—We have encountered four instances of stra- 
monium poisoning in Philadelphia. Four Negroes, 16 to 38 
years of age, each drank approximately 200 ml. of a “strong 
tea” prepared as a cold cure from Jimson weed (Datura Stra- 
monium Linné) as identified by Drs. John Fogg and H. A, 
Wahl. The symptoms of toxicity developed within 30 minutes 
in each case and were very severe in all but one. They included 
nausea, vomiting, dizziness, loss of balance, incoordination, 
transient blindness, unconsciousness, and bizarre visual, audi- 
tory, and tactile hallucinations. These hallucinations, present 
in three of the four, were marked by extremely vivid overlays 
of color, particularly of red, but also of other colors through. 
out the visual spectrum. The patients came to the hospital for 
treatment 21 hours after the onset of toxicity. By that time 
the symptoms had considerably abated, although three pa- 
tients continued to report dizziness and marked, variable abe 
normalities of color perception related at times to mild halluci- 
nations. At least once, two concurrently reported the same 
hallucination. On physical examination all had markedly dilated 
pupils that reacted sluggishly to light; none exhibited mucous 
membrane dryness; and all denied previous dryness, thirst, 
or polydypsia (although two asked for water). Two had systolic 
and diastolic blood pressures in the upper range of normal, and 
the pulse rates were normal or slightly elevated. One showed 
a slight horizontal nystagmus and head shaking and one a mild 
intention tremor. Three had slight hyperrefiexia and a slight 
tendency to maintain fixed positions. Temperatures were not 
taken. The examination was otherwise essentially normal. All 
the patients were sent home without therapy. Recovery oc- 
curred during the following few days. 

The weed in this case was picked, four years earlier, in 
Augusta, Ga., for use, through the inhalation of its smoke, in 
the self-treatment of asthma. This is apparently not an un- 
common practice in rural areas. Hughes and Clark presented 
a detailed review (Stramonium Poisoning: Report of Two Cases, 
J. A. M. A. 112:2500 [June 17] 1939) of stramonium poison- 
ing, including the amusing report of several cases that occurred 
in Virginia in 1676. 


WILLIAM HADDON Jr., M.D. 
RICHARD P. DELAPLAINE, M.D. 
Philadelphia 4. 
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COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 



















The publication of the following information concerning the 
provision for graduates of foreign medical schools as interns 
and residents in United States hospitals through the Exchange 
Visitor Program of the Department of State has been author- 
ized by the Special Services Division, International Educa- 
tional Exchange Service, Department of State. 

Any hospital that is approved by the Council for intern 
and/or resident training may participate in the Exchange Visi- 
tor Program and may appoint graduates of foreign medical 
schools to its intern or resident staff without prejudice to its 
approved status. Responsibility for the evaluation of the ap- 
plicant’s qualifications must be assumed by the hospital, how- 
ever, in those cases in which the applicant is a graduate of a 
school other than those included in the list prepared by the 
Council in collaboration with the Association of American 
Medical Colleges (THE JournaL, Sept. 12, 1953, page 133). 


EDWARD L. Turner, M.D., Secretary. 


















MEDICAL TRAINING UNDER EXCHANGE-VISITOR 
PROGRAM ARRANGEMENTS 


Arrangements for admission of foreign medical students to 
serve internships and residencies in American hospitals are 
currently made in accordance with the Exchange-Visitor regu- 
lations promulgated under provisions of Section 201 of the 
United States Information and Educational Exchange Act of 
1948, as amended. These regulations provide for the granting 
of Exchange-Visitor visas to various types of exchange visitors 
such as trainees coming to the United States to obtain prac- 
tical training in public administration, industry, medicine, agri- 
culture, or some other specialized field of knowledge or skill. 
Such visas can be issued, however, only to persons who have 
been selected by sponsors of programs that have been desig- 
nated as Exchange-Visitor Programs by the Department of 
State. 

American hospitals interested in providing medical training 
opportunities to foreign nationals are advised to establish 
Exchange-Visitor Programs under which qualified trainees may 
be selected as participants. Exchange-Visitor Program applica- 
tion forms (Form DSP-37) and information concerning the 
filing of such applications may be obtained from the Special 
Services Division, International Educational Exchange Service, 
Department of State, Washington 25, D. C. Prospective spon- 
sors of medical training programs should be able to furnish 
evidence of their accreditation or approval by an appropriate 
board or agency for the training they wish to offer to foreign 
nationals. Under current regulations and policies the State 
Department requires this information as a prerequisite to desig- 
nation of such a program. The agency or institution sponsoring 
an Exchange-Visitor Program is responsible for the selection 
of the foreign nationals who may be admitted as participants 
to engage in the activities provided in the designated program 
under its sponsorship. The department does not approve or 
confirm selection of participants under private sponsorship. 


Although no change in status from that of Exchange-Visitor 
can be authorized under the Exchange-Visitor regulations, the 
transfer of an exchange visitor from one designated program 
to another may be effected if the alien’s sponsor approves such 
a transfer and considers the arrangement to be consonant with 
the purpose for which the alien was admitted to the United 
States. A request for such a transfer should be made by the 
exchange visitor at the district office of the Immigration and 
Naturalization Service nearest his place of residence in the 
United States and must be supported by written evidence of 
his release from the program in which he is a participant as 
well as a letter affirming his selection as a participant in the 
designated program to which he wishes to transfer. 
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With respect to the staffing of American hospitals and insti. 
tutions with foreign physicians or the need that such institu. 
tions may have to recruit assistance from foreign sources 
recourse to other than Exchange-Visitor Program arrange. 
ments is available. Institutions desiring to employ foreign 
nationals temporarily may apply to a district office of the 
Immigration and Naturalization Service for authorization to 
import such persons under the provisions of Section 101(a) 
(15)(H) of the Immigration and Nationality Act. Further in- 
formation concerning this procedure may be obtained from 


Pak the 
nearest district office of that service. 
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THE DEATH OF PRESIDENT LINCOLN 


“On the evening of Friday, April 14, I was summoned in 
haste to the late President of the United States, to whom | 
had the honor to be family physician. . . . [He] had been 
carried to the residence of Mr. Peterson, who resided on Tenth 
Street, opposite the scene of the deplored slaughter. . . . | 
found my friend, Assistant Surgeon Taft [and others] support- 
ing the sufferer’s head. . . . 

“The case was surrendered to my care and I proceeded to 
the exploration of the wound. The President . . . lay, per- 
fectly passive on his back as if quietly asleep, without any 
distortion of feature—though at times his respiration was 
somewhat stertorous. Examination showed that he had re- 
ceived a gun shot wound on the posterior aspect of the head— 
not far from the median line and about three inches from the 
left auditory meatus. . . . [His] left eye was blackened—the 

. orbital surface was ecchymosed. . . . The pupil of the 
right eye was very much dilated and immobile. The left pupil 
was unchanged, or if anything was myotic or diminished. 

. While engaged about him, rendering all the aid in our 
power, I noticed the appearance of a . . . purple spot at the 
internal angle of the right eye—This . . . gradually in- 
creasing in size, crowding the whole orbital periphery until the 
right eye was surrounded by a zone of the most intense ecchy- 
mosis. This gradually increased [and] the effusion was forced 


into the subconjunctival . . . tissue. . . . The ball of the 
eye became prominent by slow degrees until the zone around 
the . . . orbit was complete, and . . . the ball seemed to 


protrude one inch at least from its socket. After a short time, 
when the intensity of the left orbital ecchymosis had reached 


its [maximum] . . . the left pupil began to . . . dilate, until 
the dilation of both pupils was equal. 
“When I first reached the . . . President, he was breathing 


quietly and calmly and I had hoped, he had received a less 
fatal injury, but in a few moments, his breathing became dif- 
ficult and stertorous. On examining the wound, it was found 
that the orifice was plugged by coagula and debris of brain 
tissue. On cleaning this away, the wound bled steadily though 
not severely and instantly almost the stertor was removed and 
respiration became . . . regular. . . . The wound. . . gave 
the appearance of having been produced by a larger ball than 
that used in an ordinary revolver or pistol. The hair of scalp 
was not in the least burned—the edge of the wound was sharp 
and distinct. On probing the wound with the finger the projec- 
tile was found to have cut a distinct and perfectly round 
aperture . . . totally devoid of spicules of . . . either table 
of the injured occipital bone. . . 

“With a small silver probe, I attempted to follow the ball 
and recognized the pressure of a rough foreign body, whether 
bone or a fragment of ball, it was impossible to determine. 
Some inches further on, a larger body of the same character 





From pen and ink manuscript written by Dr. Robert K. ‘Stone, 
Lincoln’s personal physiciah. This manuscript is in the collection of 
Dr. Max Thorek, Ch'cago, Ill. 















Sti. 
‘itu. 


vi! 








was touched and passed, and the probe passed its full length 
without giving the . . . sensation of striking a metallic body. 

Alonger. - + probe was procured by my friend, Dr. Taft, 
and with this, I proceeded to re-explore the track of the wound. 
The course of the wound with this . . . instrument was found 
to be forwards, upwards with a decided inclination inwards. 
The two foreign bodies already alluded to, were noticed and 
passed and the probe . . . struck against what, at first seemed 
to be the ball. But further exploration convinced me that I 
was striking a fractured bone. . 

“During the evening the President’s state varied. . . . We 

_ , had [a] large sinapism made and laid over his abdomen 
and extremities and as in a little time the mustard [was] found 
to have been useless . . . a new Set of strong fresh sinapisms 
were prepared and his body and limbs enveloped in them. 
Bottles and jugs of hot water were placed near him and his 
extremities, to regulate the temperature. . . . All aid was 
yseless [and] . . . we had to wait for the slow exhaustion of 
that vital energy, which a few short hours ago had promised 
so many years yet to come of happy life and goodness to all 
men. . « 

“The amount of brain tissue broken up and discharged from 

. the wound . . . must have been considerable. The 
gentlemen who were present and aided to remove the Presi- 
dent to Mr. Peterson’s house [said] . . . that much brain 
was lost in transporting the body across the street. During my 
presence, the loss of brain substance was considerable for the 
ball orifice was . . . evidently produced by a large projectile. 
At times when seated by, counting the pulse, I noticed that 
the stertorous breathing became very distressing and the flow 
from the wound was almost null. Suddenly there burst forth 
from the wound, on several occasions small masses of brain 
and coagula . . . followed by a gentle steady trickling of 
blood. This phenomenon was always productive of the greatest 
improvement—The respiration and pulse were instantaneously 
improved. It is impossible to say how much cerebral substance 
was lost. . . . The loss of blood was not very great, at any 
one time, but was steadily continuing in a gentle drain—unless 
when coagula and brain debris arrested the flow and then the 
stertor and labored breathing were distressingly painful to 
witness and its flow was at once [stimulated, thus] . . . pro- 
longing life and depriving death of some attendant horrors, 
which would needlessly have harrowed the soul of the rela- 
tives and friends who . . . witnessed the passing away of 
this great man. . 

“The next day previous to the process of embalmment, I 
proceeded to the autopsy of our late President. . . . Before 
proceeding to the autopsy, we noticed that the ecchymosis of 
the whites of eyes was very intense and had passed to the 
temples and malar surface. The right eye had lost its pro- 
trusion as heretofore described and again, fell back to its 
usual position. . . . On the occipital portion of the head. . . 
there was great . . . edema about the wound and some 
extravasation of blood. . . . The wound itself, seemed a 
clean cut gaping slit through the scalp—in the occipital bone 
itself, the ball orifice was a clean cut circular opening singu- 
larly free from all splinters . . . and appeared as if it had 
been cut through the bone, with a sharp punch—between the 
scalp and the bone orifices, we removed a little shaving of 
lead, which had evidently been pared from the ball, as it 
drove through the harder tissues. 


“We . . . [divided the] scalp from ear to ear and [sawed] 
off the calvarium. When the scalp was removed we found that 
the ball had passed the occipital bone one inch to the left of 
the median line and had traversed the upper edge of the left 
lateral sinus a little to the left of the torcular Herophili. This 
wound in the occipital bone was remarkably smooth and. . . 
spherical in shape and bevelled off from without inwards so 
that the aperture of the internal table of cranium was de- 
cidedly larger than that of the outer table. Thence passing 
forward . . . the ball pierced the dura mater and through 
Posterior lobe of the left hemisphere of the brain. Thence 

. it entered the left lateral ventricle of the brain behind 
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. . . ploughed the upper part of the thalamus . . . and 
lodged in the white cerebral substance just above the corpus 
Striatum of the left side. 

“In the track of the ball, the brain was in a pulpy disorgan- 
ized state and around the track was pultaceous and livid from 
capillary hemorrhage. About 2% inches in the track, within 
the orifice of the wound, the first piece of occipital bone . . 
driven in by the ball was discovered. A second and larger 
fragment of the bone was discovered, further forward, about 
4 inches within orifice, and the ball still further in. The track 
of the ball was filled with coagulated blood... .” 
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Some Aspects of Accessible Cancer: Part II—Lip, Tongue, and Mouth: 
16 mm., black and white, sound, showing time 25 minutes. Produced in 
1951 by Realist Film Unit, London. Principal advisors: Christie Hospital 
and Holt Radium Institute, Westminster Hospital. Procurable on loan 
($10.00) or purchase ($90.00) from British Information Services, 30 
Rockefeller Plaza, New York 20. 


The quiet symptomless beginnings of squamous-cell epi- 
theliomas in the lip, tongue, and mouth and the essential 
curability of these early lesions are stressed. The diagnosis 
and treatment of an early case of carcinoma of the lip by 
radium mold is shown, followed by a more advanced case 
treated by implantation. Radium implant for cancer of the 
tongue and surgery in which the lymphatics are involved are 
demonstrated. Methods of irradiating other cancers of the 
mouth with radium or roentgen-rays are also shown. Statistics 
are given to prove how much better the prognosis is when 
treatment is given early. This motion picture conveys a realistic 
picture of radiation therapy as it is now being carried out in 
England. From the standpoint of American specialists in head 
and neck carcinoma, there is far too much emphasis on radia- 
tion as against surgery; however, it would be of interest to 
specialists in this country as an illustration of currently used 
methods of therapy in England. The film is well organized, and 
the photography is excellent. 


Some Aspects of Accessible Cancer: Part I1]—Larynx: 16 mm., black 
and white, sound, showing time 24 minutes. Produced in 1951 by Realist 
Film Unit, London. Principal advisor: the Royal Cancer Hospital. Pro- 
curable on rental ($10.00) or purchase ($90.00) from British Information 
Services, 30 Rockefeller Plaza, New York 20. 


Photographs of tumors of the vocal cords as seen laryngo- 
scopically are shown, and the help given by x-ray photographs 
is discussed. Treatment of the early case is by radiotherapy, 
but surgical extirpation is required for a more advanced 
growth. The highly effective esophageal voice that these pa- 
tients can learn to produce is explained and demonstrated. This 
film stresses radiation and also surgery after radiation but not 
surgery alone. Although the emphasis on radiation therapy 
does not represent the consensus of opinion in this country, 
the film is of interest as an illustration of the British method 
of treating cancer of the larynx. The black-and-white photogra- 
phy is satisfactory. 


Some Aspects of Accessible Cancer: Part I1V—Breast: 16 mm., black and 
white, sound, showing time 28 minutes. Produced in 1951 by Realist Film 
Unit, London. Principal medical advisors: Westminster Hospital and the 
Royal Cancer Hospital. Procurable on rental ($10.00) or purchase ($90.00) 
from British Information Services, 30 Rockefeller Plaza, New York 20. 


Any lump in the breast, however small and painless, must 
be taken seriously, and certain simple methods of examination 
are explained and demonstrated. Confirmation of diagnosis in 
the operating theater by frozen section of a suspicious tumor 
is shown, followed by radical mastectomy. A number of ad- 
vanced cases are also illustrated, and the possibilities of radio- 
therapy, with or without surgery, are discussed. Hormone ther- 
apy is mentioned, and there is a brief section on carcinoma of 
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the male breast. This film is a review of the advantages of 
early diagnosis and definitive treatment as these have been 
observed in England. It gives in detail the technique of biopsy, 
examination for localized carcinoma, and the definitive opera- 
tion. The discussion and representation of moderately and far- 
advanced carcinoma tend to stimulate the effective use of pal- 
liative treatment by radiation, surgery, and hormones. The 
statistics cited and the surgical philosophy are essentially the 
same as those in the United States. This motion picture is 
well organized and well presented, and the photography and 
narration are excellent. It is recommended for showing to 
medical students, residents, and interns. 


Some Aspects of Accessible Cancer: Part V—Cervix and Uterus: 16 
mm., black and white, sound, showing time 35 minutes. Produced in 
1951 by Realist Film Unit, London. Principal medical advisors: Chelsea 
Hospital for Women, Christie Hospital, and Holt Radium Institute under 
the general supervision of Sir Stanford Cade, F.R.C.S., Malcolm Donald- 
son, F.R.C.S., and Dr. G. F. Stebbing. Procurable on rental ($10.00) or 
purchase ($90.00) from British Information Services, 30 Rockefeller Plaza, 
New York 20. 


The potential seriousness of intermenstrual and postmeno- 
pausal bleeding in women over 40 is emphasized, and the pa- 
tient’s tendency not to take it seriously because it is painless 
is also pointed out. Methods of examining the cervix are shown 
and methods of radiotherapy explained and demonstrated. The 
greatly improved results of treatment at an earlier stage are 
contrasted with the high mortality later. The importance of 
curettage and histological examination for carcinoma of the 
body of the uterus is stressed. Surgery is the treatment of 
choice, and panhysterectomy with removal of tubes and ovaries 
is shown. The value of preoperative radiotherapy is also dis- 
cussed. It is pointed out that by early diagnosis and treatment 
the mortality could be halved and that careful follow-up and 
early treatment of recurrences is often successful. This is an 
excellent teaching film and is recommended for general prac- 
titioners and medical students. The photography is well done. 


NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


America’s Untapped Asset: 16 mm., black and white, sound, showing 
time 13 minutes. Produced in 1952 by Universal Pictures with the coopera- 
tion of the United States Employment Service, Office of Vocational 
Rehabilitation, Veterans Administration, and the Bankers Life and Casu- 
alty Company. Procurable on loan from Committee on Medical Motion 
Pictures, American Medical Association, 535 North Dearborn Street, 
Chicago 10, or President’s Committee on Employment of the Physically 
Handicapped, 260 Madison Ave., New York. 


This interesting film delivers its message very effectively. 
Its primary purpose is to persuade employers to hire the 
physically handicapped and to indicate that there are many 
types of employment in which the handicapped person can 
work just as effectively as, or sometimes even more effectively 
than, a normal person. The photography and the narration 
are all very good. The film starts with a record of an address 
given in Washington, D. C., on Sept. 23, 1953, by President 
Eisenhower to a group of approximately 2,000 persons, includ- 
ing members of the President’s Committee on Employment of 
the Physically Handicapped. In this address, the President 
mentioned that there are many committees that carry the title 
of the “President's Committee.” He said, “There is none that 
engages the interest of my heart, or of which I am prouder, 
than this one.” The President mentioned an experience that he 
had had during World War II, when he requested of General 
Marshall the services of a fine corps commander. General 
Marshall replied that he agreed that this man was an excel- 
lent leader but that he had arthritis of the knees and he was 
afraid he could not get medical clearance for him. The Presi- 
dent then replied, “Please send this man right away, quickly. 
It is his head and his heart I want, and I will carry him to 
battle in a litter. But a man, even though he has arthritis in 
the knees, is still fit to do the job I want.” The President then 
concluded, “I am trying to show you that we can, after all, 
even in war, Ooveremphasize this question of complete physical 
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normalcy. Incidentally, you will be glad to know the Sequel 
which was that that man led his corps brilliantly throughou; 
the rest of the war and fully met every expectation that ] had 
of him.” 


The film then goes on to develop the President’s theme that 
a person who is disabled insofar as one function of the bod, 
is concerned can still perform brilliantly and is frequently 
able to overcompensate for his disability so that such persons 
are “ready, willing and able to work” and have demonstrateq 
that “it is good business to hire the handicapped.” A series 
of rapid views of the methods of medical rehabilitation of the 
disabled are given and then the major portion of the film js 
devoted to showing how more than 600 disabled persons have 
built up a good record as employees of the Bankers Life anq 
Casualty Company. Deaf mutes are shown as excellent mes. 
sengers who do not stop to converse with their associates, 4 
deaf woman is shown doing paper work next to a person with 
normal hearing and working with equal efficiency. A one. 
armed secretary is depicted performing her various duties with 
great ability. A one-armed man is shown operating a com. 
plicated electronic machine, and a keen-eyed, gray-haired 
woman is shown operating a complicated machine with great 
rapidity. It is mentioned that this woman began her work at 
the age of 78, seven years ago! The film ends with a plea 
for everyone to cooperate with the President’s Committee on 
Employment of the Physically Handicapped and states, “Hire 
the handicapped, it’s good business.” 

All physicians and health workers who are interested jn 
the employment of the handicapped should urge wide show- 
ing of this film among service groups and groups of employers, 
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The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association —Epb. 


SCHEDULING APPOINTMENTS 


Mrs. Leslie hired a baby sitter so that she could come to 
see the doctor. She was kept waiting two hours. John Brinks, 
vice-president of a local company, missed an important com- 
mittee meeting because he had to wait to see the doctor. The 
physician was not entirely to blame. He had been called away 
on an emergency, and his secretary had scheduled his appoint- 
ments too closely. An appointment with the doctor is im- 
portant to the patient; if he has to wait a long time, he becomes 
irritated and resentful. A recent survey showed patients com- 
plain twice as much about long waiting as about fees. 

Even though emergencies make it difficult to eliminate all 
waiting, most physicians can cut unnecessarily long waits by 
practicing efficient scheduling of appointments. A waiting room 
costs money in terms of rent, furnishings, and upkeep. Today 
the trend is toward a smaller reception room, because more 
doctors are seeing patients on an appointment basis. A pro- 
fessional management official reports that a physician who 
switched to the appointment system saw one-third more pa- 
tients in a month’s time than previously but was not aware 
of it because he did not “feel pushed.” Patients without ap- 
pointments should be worked into the schedule if possible, 
but the physician or his assistant should say something like 
this: “The doctor will be able to see you this time but would 
appreciate your making an appointment the next time you 
come in.” Patients soon learn that appointments save theif 
time too. 

Home calls should also be scheduled efficiently. A phy- 
sician should urge patients to come to his office for treatment 
when possible, pointing out that the facilities for the best medi- 
cal treatment are available there and that office calls are more 
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mical. One doctor’s assistant routes his home calls by 
means of a large city map, thus saving him time that might 
giherwise be lost in aimless searching for streets and houses 
and in backtracking. 

pficient scheduling of appointments reduces strain on the 
physician and increases his ability to give his patients the best 
medical service. He should arrange office hours to fit com- 
munity needs. Some doctors hold evening office hours two 
or three times a week for the convenience of working pa- 
jjents. All appointments should be scheduled with tact, pa- 
‘jence, and finesse and should convey the impression that the 
joctor is trying to arrange a time when he can give the pa- 
ijent his complete attention. The appointment book should be 
marked off into time intervals. On the basis of past experience 
jefinite amounts of time should be allowed for first visits, 
check-ups, and other procedures. The schedule should be 
adjusted to fit the type of practice. Conflicting appointments 
should not be made, and the schedule should not be over- 
crowded. Two or three vacancies should be reserved during 
the day for catching up or as “breathers.” House calls should 
be scheduled realistically at hours not conflicting with office 
hours. Referred patients and patients without appointments 
should be fitted into the schedule as judiciously as possible. 
Some physicians leave late afternoon and early evening ap- 
pointments open for patients needing immediate attention. If 
it is necessary to refuse an appointment, a reason should 
always be given. When an emergency takes the doctor out of 
the office, the situation should be explained to waiting pa- 
tients, giving them the choice of waiting or of making a new 
appointment. If it is necessary to cancel an appointment, the 
patient should be notified and a new appointment made. Pa- 
tients Should always be given a written or oral reminder of 
their appointment. 


econo 


If patients are kept waiting long, they are due an explana- 
tion. The doctor or his assistant should make it clear that 
they are keenly concerned about the delay. When the doctor 
is unexpectedly called out of his office, his receptionist should 
say something like this: “Dr. Black has been called out of the 
ofice on an emergency. It may be an hour or so before he 
returns. He is very sorry to inconvenience you and asked me 
to inquire whether you want to wait or would like a new 
appointment. Perhaps you would like to shop and come back 
in an hour. I feel sure the doctor will be able to see you 
then.” The patient’s time is valuable too! 
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PLASTIC MODELS 

Building really authentic models of ships, airplanes, auto- 
mobiles, railroad cars, and similar objects requires intense 
concentration and an infinite amount of detailed, precise labor. 
Too deep a cut by the knife, a slip of the paint brush, and the 
model is ruined. After a while, this hobby may begin to take 
on an uncomfortable resemblance to work, fairly tedious and 
frustrating work at that. The manufacturers of plastic model 
kits have attempted to put the satisfaction back into hobby con- 
struction. Plastic model kits require no tools and no carving, 
cutting, or sanding. They can bring the pleasures of authentic 
model construction to those with limited manual skills as well 
% those with creative talents. Most physicians, of course, are 
itilled in the use of their hands, but time, a commodity espe- 
ally rare in the life of a doctor, makes it almost impossible 
for him to devote to the hobby the days and weeks of intense 
and painstaking effort it takes to create an authentic model. 
Professional duties force him to postpone work on his hobby, 
and when he is able once again to settle down to it, it may be 
dificult to regain that first flush of enthusiasm. With plastic kit 
modeling, however, the physician or other hobbyist can, in a 
matter of hours and minutes, create a perfectly detailed replica 
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at about the cost of a dollar, not an unimportant consideration 
when the cost of pursuing some hobbies runs into hundreds of 
dollars. 

The designing skill and the degree of precision engineering 
that a manufacturer puts into his plastic model kits determine 
their authenticity. One of the most exquisitely detailed models 
on the market today is the reproduction of the famous United 
States battleship, the Missouri. In making the model, the manu- 
facturer created a 20 in. replica of the Missouri from actual 
U. S. Navy blueprints. It is cast in plastic with a one-piece 
hull and a one-piece deck that fits on top. Simply by adding the 
superstructure and other topside details, the hobbyist ends up 
with an absolutely precise model of the “Mighty Mo,” which 
would bring joy to the heart of even the most accomplished 
professional model ship builder. For example, the accurate 
Stem-to-stern details even include exact replicas of the tiny 
flags that flutter in the breeze high above the decks. This same 
company has “commissioned” virtually an armada of U. S. 
Navy fighting ships. The fleet includes the Missouri; the revo- 
lutionary Nautilus, the first atom-powered submarine; a patrol 
torpedo boat; a Fletcher Class cruiser; and a Baltimore Class 
cruiser. Should the “skipper” wish to get away from it all and 
indulge in a bit of luxury, there is a Chris Craft double cabin 
cruiser, which his talent can recreate. Precision engineering has 
made each ship a perfect reproduction. For example, engincer- 
ing on the Nautilus is precise to the point of including a clear 
plastic housing on top of the conning tower, finely designed 
dual radio and radar antenna, attack periscope and snorkel, 
stabilizers and indicated torpedo ports in bow, deck grooving, 
hatch covers, elevators, rudder, and propellers at stern 

One of the unusual features of all these models is the inclu- 
sion of human figures in realistic positions and costumes. An 
alert has apparently been sounded on the patrol torpedo boat, 
for its men are at their battle stations ready to fire three 20 mm. 
machine guns and two 50 caliber twin engine aircraft guns. 

The range of model subjects has grown to’ include repro- 
ductions of old-time sailing vessels, which can be slipped into 
bottles as attractive display pieces; replicas of the early covered 
wagons that first crossed the western prairies; smooth, sleek jet 
fighter planes, such as the Lockheed Starfire—the completely 
automatic Army plane, the Chance-Vought Cutlass—the Navy 
plane with dual turbojets and dual rudders, and the Grumann 
Cougar—the primary ship of the Marine flying corps. The 
Lockheed model is cast in aluminum plastic, has two miniature 
pilots, clear canopy, full color decals, and molded insignia. 

Probably the most well-known of all plastic model kits are the 
Highway Pioneers, a series of authentic replicas of antique 
automobiles, such as the famed 1913 Maxwell, the 1911 cus- 
tom-made Rolls Royce, the 1904 Oldsmobile, the 1903 Model 
“A” Ford, and the colorful 1914 Stutz “Bearcat,” seen on 
virtually every university campus during its heyday. Naturally, 
no car is complete without its driver; thus a collegiate young 
man, mustached and becapped, sits at the wheel attired in a 
racoon coat. The company manufacturing antique automobiles 
produces 15 turn-of-the-century models, each equipped with a 
driver dressed in the fashion of his day. As all of the parts are 
premolded, the irritations involved in precision carving, whit- 
tling, and cutting are avoided. All that is needed is the ability 
to work with a tube of cement. 

Many physicians have found modeling of such kits to be an 
excellent diversion for convalescing patients. Without undue 
effort, they are able to remain pleasantly and fruitfully oc- 
cupied. Comment by thoughtful visitors on the rapid progress 
the patient is making in his hobby construction can be an 
invaluable morale booster. Plastic models lend themselves de- 
lightfully to attractive displays not only in the horne but also 
as cheerful decorations in the physician’s waiting room. The 
model maker can give his old-time cars a museum look by 
enclosing them in prefabricated clear plastic cases or he can 
display them as parts of book ends or name plates or as mantle- 
piece decorations. Plastic kit modeling affords a means of re- 
laxation and enables father and son and the rest of the family 
to work together, jointly sharing and taking pleasure in the 
same hobby. 
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A.M.A. Arch. Dermat. and Syphilol., Chicago 
68:619-754 (Dec.) 1953 


Atopic Dermatitis: Study of Its Natural Course and of Wool as Domi- 
nant Allergic Factor. E. D. Osborne and P. F. Murray.—p. 619. 

Asterol Treatment of Superficial Dermatomycoses Due to T. Menta- 
grophytes and T. Purpureum. E. Edelson and A. H. Haskin.—p. 627. 

Neomycin Lotion in Treatment of Cutaneous Bacterial Infections. M. A. 
Forbes Jr.—p. 631. 

*Cathode Ray Treatment for Lymphomas Involving Skin. H. F. Hare, 
J. L. Fromer, J. G. Trump and others.—p. 635. 

Comparison of Effects of Soaps and Synthetic Detergents on Hands of 
Housewives: Clinical Method. S. A. M. Johnson, R. L. Kile, D. J. 
Kooyman and others.—p. 643. 

*Quinacrine Hydrochloride (Atabrine) in Treatment of Lupus Erythema- 
tosus. R. R. Kierland, L. A. Brunsting and P. A. O’Leary.—p. 651. 

Superficial Fungus Infections in Infants. W. C. King, I. K. Walton and 
C. S. Livingood.—p. 664. 

Improvement in Technique of Dopa Reaction. G. Radaeli.—p. 668. 

Metabolic Calcinosis in Newborn: Report of Case. B. L. Schiff and 
A. B. Kern.—p. 672. 

Etiology of Superficial Mycoses in Midwestern United States. J. C. Sisk, 
W. E. Wooldridge and J. H. Lamb.—p. 681. 

Occurrence of Gynecomastia in Conjunction with Dermatologic Disorders. 
C. E. Wheeler, E. P. Cawley, H. T. Gray and A. C. Curtis.—p. 685. 
Pulmonary Hilar Enlargement Associated with Weber-Christian Disease: 

Report of Case. M. Dorfman.—p. 693. 

*Effect of Splenectomy in Acute Systemic Lupus Erythematosus. H. M. 
Johnson.—p. 699. 

*Effect of Cortisone and Corticotropin on Prognosis of Systemic Lupus 
Erythematosus: Survey of 83 Patients with Positive Plasma L. E. Tests. 
J. R. Haserick.—p. 714. 


Cathode Rays for Lymphomas.—During the past two years 
the authors treated five patients having lymphomas with ex- 
tensive involvement of the skin who had not responded to 
any other form of therapy, one patient with inner canthus 
carcinoma, one with atopic dermatitis, one with sycosis barbae, 
and three patients presenting keloidal scars. These patients 
were all treated by delivering to the involved skin area a num- 
ber of doses of 2,500,000 volt electrons, these electrons being 
produced by a constant potential accelerator of the Van de 
Graaff type and projected into air toward the skin of the 
patient as a directed stream of particles. Of the five patients 
with mycosis fungoides, all but one received symptomatic 
relief from their skin lesions. The patient failing to receive 
palliation was one with advanced lymphoma and multiple 
nodes in the axilla and groin. All other patients have shown 
healing of their lesions, whether of the psoriasiform type or 
of the infiltrative tumor and ulcerated type. One patient whose 
disease was localized to the forearm received only one series 
of treatment, and the relief has been satisfactory for 16 
months. The other patients had no untoward effects on their 
skins within an observation period of from 6 to 12 months. 
In two patients, a moderate to severe pancytopenia inexplicably 
developed; this condition was amenable to therapy. The su- 
periority of cathode rays for the treatment of superficial 
malignant lesions lies in the unique ability to localize their 
ionizing energy so as to avoid both the irradiation of under- 
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lying tissue and the excessive irradiation of the radiosensitive 
skin. The optimum localization is attained when the high 
energy electrons enter normal to the skin surface and when 
they are of approximately the same energy. A further ad- 
vantage of cathode ray therapy is that the depth of Penetration 
can be controlled by adjustment of the accelerating voltage 
Quinacrine in Lupus Erythematosus.—During 1952, the authors 
treated with quinacrine (Atabrine) hydrochloride 60 patien 
with lupus erythematosus. Of these, 55 had the chronic gj. 
coid form of the disease and 5 had moderate systemic mani- 
festations of lupus erythematosus. Thirty-nine patients were 
women, and 21 were men. Most of the patients had had the 
disease for many years prior to treatment with quinacrine. and 
only eight had not received previous therapy with goid, bjs. 
muth, arsenic, quinine, various hormones, and carbon dioxide 
snow. Of the 55 patients with the chronic form of the dj. 
ease, 52 were followed to April, 1953. The following resul 
were obtained: 11 patients were either not or up to 25% jm. 
proved (1 reported that he was worse); 9 were 25 to 75% 
improved; 15 were more than 75% improved, but the disease 
was not arrested; and 17 had complete arrest of the disease. 
Twenty-one of the patients had discontinued taking quinacrine: 
10 of them had recurrence and 11 no recurrence. The re. 
currences appeared after periods varying from two weeks to 
over six months. The incidence of ill effects was low, and 
it is noteworthy that this series of patients with lupus erythe. 
matosus showed that perceptible transitory yellowing of the 
skin, though a frequent effect of quinacrine and other therapy, 
is not a requirement in the production of good results. This 
is contrary to the prevalent opinion, which assumes that 
yellowing of the skin indicates the presence of fluorescence, 
the supposed efficient mechanism by which quinacrine relieves 
the symptoms of chronic lupus erythematosus. The authors 
state that a demonstrable fluorescence may be present long 
before the skin becomes yellow; and they also emphasize that 
the actual mechanism by which the drug exerts its influence 
is still unknown. Quinacrine is a valuable therapeutic agent in 
lupus erythematosus, except in patients with widespread cu- 
taneous manifestations of the disease and patients in whom 
there is also laboratory evidence of the systemic type. 


Splenectomy in Acute Systemic Lupus Erythematosus.—Recent 
work has attempted to define the physiology of the normal 
spleen. Johansen demonstrated in 1950 that the spleen, instead 
of secreting a hormone that inhibits the bone marrow, as was 
thought formerly, actually resorbs a factor that normally pro- 
motes the function of the bone marrow. The relation of altered 
physiology to the commonly accepted hypersplenic syndromes 
and to some conditions not thus commonly classified has been 
studied, but the resulting contradictory conclusions have not 
been clarified. There is, however, an increasing tendency (0 
consider hypersplenism as an exaggeration of one or more of 
the normal functions of the spleen, thereby producing a patlio- 
logical state. The results are presented of 12 splenectomits 
performed on patients acutely ill of systemic lupus erythema 
tosus in Honolulu during the past seven years. In the fist 
two, the disease was complicated by thrombocytopenia, and 
response to splenectomy was dramatic. The other patienls 
showed favorable clinical and hematological changes. Sple- 
nectomy may usually be relied on permanently to eliminalt 
thrombocytopenia, leukopenia, or acquired hemolytic anemia 
from the clinical picture of systemic lupus erythematosus; and 
the procedure is indicated when any of these manifestations 
are sufficiently severe to threaten the patient's well-being. The 
operation may be followed by a remission of systemic Jupus 
erythematosus, but this may be no more than a temporal) 
improvement. 
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active in multiple sclerosis. 


Vol. 154, No. 10 


Cortisone and Corticotropin in Systemic Lupus Erythematosus. 
_A survey is presented of 83 observed patients with positive 
plasma L. E. tests fer systemic lupus erythematosus. Only 10 
of them had not been treated with steroids (cortisone, hydro- 
cortisone acetate, or corticotropin), since the first use of steroid 
therapy followed so closely the development of the L. E. test. 
There are two principal points on which the natural course 
of systemic lupus erythematosus can be compared with the 
course affected by steroid treatment: the length of time be- 
tween the onset of symptoms and death, and the interruption 
of a rapidly lethal course. The L. E. test has revealed the fact 
that the disease may have an early latent phase without obvi- 
ous symptoms and has therefore lengthened the possible over- 
al! duration of systemic lupus erythematosus to 90 months, 
against the estimate of 52 months made before the L. E. phe- 
nomenon was known. With this knowledge in mind, Haserick 
estimates that steroid therapy used without interruption over 
a long period of time has prolonged the life of a significant 
number of patients. The dosage used to maintain the remis- 
sions varied according to the individual requirements of the 
patients from 10 units of corticotropin to 100 to 125 mg. of 
cortisone acetate per day. Steroid therapy also occasioned an 
improvement in morbidity in some of these patients, enabling 
them to lead more normal lives and protecting them from cer- 
tain infections that tend to complicate systemic lupus erythema- 
tosus. The dramatic lifesaving effect of steroids on a severe 
fulminating course of the disease is well established. Some 
patients, especially those with progressive renal disease, did 
not respond to steroid therapy, and some who had remissions 
discontinued steroid therapy, with disastrous results. The phy- 
sician should be warned of this eventuality. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 


70:687-820 (Dec.) 1953 


Hippocampal Seizures and Their Propagation. J. D. Green and T. Shima- 
moto.—p. 687. 

Figure-Ground Discrimination and “Abstract Attitude” in Patients with 
Cerebral Neoplasms. W. S. Battersby, H. P. Krieger, M. Pollack and 
M. B. Bender.—p. 703. 

Reflexes in Insulin Coma. V. A. Kral and C. C. Smith.—p. 713. 

Aneurysm of Posterior Communicating Artery: Report of Five Additional 
Cases. L. Madow and B. J. Alpers.—p. 722. 

*Genetic Aspects of Multiple Sclerosis. R. Miiller.—p. 733. 

Syringomyelia: Clinicopathologic Study. M. G. Netsky.—p. 741. 
Autonomic Responses in Differential Diagnosis of Organic and Psycho- 
genic Psychoses. .W. G. Reese, R. Doss and W. H. Gantt.—p. 778. 
Cold Pressor Test in Functional Psychiatric Syndromes. W. W. Iger- 

sheimer.—p. 794. 

Eosinophile Response in Schizophrenic Patients: Influence of Diurnal 
Cycle and Type of Schizophrenia. J. A. F. Stevenson, E. V. Metcalfe 
and G. E. Hobbs.—p. 802. 

Spinal Cord Compression Studies: I. Experimental Techniques to Produce 
Acute and Gradual Compression. I. M. Tarlov, H. Klinger and 
S. Vitale.—p. 813. 


Genetic Aspects of Multiple Sclerosis——Of 750 patients with 
multiple sclerosis treated at two hospitals in Sweden in the 
course of 25 years, 27 (3.6%) had close relatives (parent, 
sibling, or child) with multiple sclerosis. Four of the 27 pro- 
bands had two affected relatives, and 23 had one affected rela- 
tive. Several of the probands were consanguineous. The 27 
probands with an affected relative were thus distributed among 
16 families. Of the 27 probands, 14 were women and 13 men. 
There was also a slight excess of women in the whole series. 
In 14 of the 27 probands the age of onset was less than 25; 
in 2 the onset of the disease was after the age of 40. In the 
entire series, 52% of the probands became affected before 
the age of 25, and 8% after the age of 40. The incidence of 
the disease in the probands’ parents was 0.3+ 0.15%, in the 
siblings 1+ 0.21%, and in the children 2.3+ 1.15%. The 
calculations were based on Strémgren’s “exact” method. The 
incidence of the disease in all the observed relatives aged over 
9 years was 0.6+ 0.11%. The extent to which different genetic 
hypotheses are in agreement with the morbidity rate in the 
close relatives of the probands was investigated. The available 
data gave no support to the concept that genetic factors are 
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A.M.A. Arch. Otolaryngology, Chicago 


$8:645-774 (Dec.) 1953 


One-Stage Radical Resection of Cervical Esophagus, Larynx, Pharynx, 
and Lateral Neck, with Immediate Reconstruction. J. J. Conley.—p. 645. 

Choice of Operation in Carcinoma of Larynx. A. J. Cracovaner.—p. 655. 

Basal-Cell Carcinoma of External Auditory Canal and Middle Ear. 
H. Brunner.—p. 665. 

Shortening the Long Nose. S. Fomon, J. W. Bell, A. Schattner and 
V. R. Syracuse.—p. 677. 

Notes on Innervation of Cochlea: II. E. Bocca.—690. 

Malignant Neoplasms of Paranasal Sinuses. L. R. Cranmer.—p. 704. 

Foreign Bodies in Food and Air Passages: Survey of Cases at Army 
General Hospital. F. L. Harcourt.—p. 710. 

Endoscopic Removal of Bronchial Adenoma. S. Karatay.—p. 713. 

Correlation of Clinical Otitis Externa with Mycobacteriologic Studies. 
N. Leshin.—p. 716. 

Embedded Calcified Foreign Body in Thoracic Esophagus: Review of 
Atypical Cases and Report of Case. Z. J. Waters.—p. 726. 

Historical Comments on Human Vestibular Apparatus. E. Wodak.—p. 733. 


American Journal of Pathology, Ann Arbor, Mich. 
29:993-1204 (Nov.-Dec.) 1953 


Portal Cirrhosis: Clinical and Pathologic Review of 782 Cases from 
16,600 Necropsies. E. M. Hall, A. Y. Olsen and F. E. Davis.—p. 993. 

Myelonecrosis, Extramedullary Myelopoiesis, and Leuko-Erythroblastosis: 
Mesenchymal Reaction to Injury. R. J. Peace.—p. 1029. 

Systemic Nodular Panniculitis. B. Steinberg.—p. 1059. 

Dissecting Aneurysm of Middle Cerebral Artery Associated with Migraine 
Syndrome. W. Sinclair Jr.—p. 1083. 

Thrombosis and Pancreatic Carcinoma. I. Gore.—p. 1093. 

Morphologic Changes of Exfoliated Cells in Effusions of Cancer Patients 
Following Induced Viral Infections: Preliminary Observations. I. Kop- 
rowska.—p. 1105. 

Osteoid Formation in Giant Cell Tumors of Bone. R. M. Shuffstall and 
J. E. Gregory.—p. 1123. 

Studies on Hamartomas: I. Cavernous Hemangioma of Epicardium. 
L. Reiner and N. R. Silberg.—p. 1133. 

Similarities Between Lesions in Human Malignant Hypertension and in 
Hypertensive State of Nephrectomized Dog. P. O’B. Montgomery and 
E. E. Muirhead.—p. 1147. 

Electron Microscopy of Yellow Fever Virus (:7D Strain). R. L. Reagan 
and A, L. Brueckner.—p. 1157. 

Electron Microscopic Studies of Erythrocytes from Patient with Infectious 
Mononucleosis. R. L. Reagan, E. D. Palmer and A. L. Brueckner. 
—p. 1161. 

Meningo-Encephalitis in Pigeons. E. Dougherty III and L. Z. Saunders. 
—p. 1165. 


American Journal of Public Health, New York 


43:1377-1500 (Nov.) 1953. Partial Index 
Hygeia: Service with Spirit and Ideals. W. L. Halverson.—p. 1377. 
Principles of Immunization as Applied to Poliomyelitis and Influenza. 
J. E. Salk.—p. 1384. 
*Local Health Hazards Among U. S. Army Troops Returning from 
Korea. G. W. Hunter III.—p. 1408. 
Animal Diseases Transmissible to Man. O. Sussman.—p. 1423. 
Bacteriological Safety. A. G. Wedum.—p. 1428. 
Isolation of Salmenella Typhosa from Well Water by Membrane Filter 
Technic. E. Collet, R. Johnston, L. F. Ey and C. C. Croft.—p. 1438. 
Further Studies of Tellurite Plating Media for Corynebacterium Diph- 
theriae. M. Frobisher and E. I. Parsons.—p. 1441. 

Venereal Diseases—Present and Future. N. J. Fiumara.—p. 1443. 

Housing Supervision in Local Health Department. D. M. Bissell, T. P. 
McGowan and D. Myers.—p. 1452. 

Beef-Heart Charcoa! Agar for Preparations of Pertussis Vaccines. 
L. Mishulow, L. S. Sharpe and L. L. Cohen.—p. 1466. 


Health Hazards Among Troops Returning from Korea.— 
After briefly listing diseases that were expected but not en- 
countered in Korea, Hunter discusses the diseases that did 
occur; respiratory infections, venereal disease, diseases of the 
intestinal tract including diarrhea and dysentery and intestinal 
parasites, and the arthropod borne diseases such as Japanese 
B encephalitis, epidemic hemorrhagic fever, and malaria. He 
arrives at the conclusion that, from the standpoint of public 
health, there seems to be little danger of the introduction of 
transmissible diseases from Korea to the United States. The 
incidence of intestinal worms in U. S. Army veterans of the 
Korean campaign appears to be somewhat higher than else- 
where in the Far East. However, the density of the infection 
in any person is low and so should not constitute a public 
health problem. Malaria constitutes the greatest risk, but in 
view of the record it is believed that the calculated risk is 
minimal, provided adequate mosquito control is maintained. 
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American Review of Tuberculosis, New York 


68:839-990 (Dec.) 1953 

Tuberculosis in Hawaii. H. H. Walker.—p. 839. 

Roentgenographic Spreads of Pulmonary Tuberculosis Occurring During 
Sanatorium Residence Before Use of Prolonged Chemotherapy. R. S. 
Mitchell.—p. 863. 

Total Surgical Statistics in Treatment of Pulmonary Tuberculosis. W. B. 
O’Brien, N. J. Wilson, O. Armada and W. V. Vindzberg.—p. 874. 
*Bilateral Resection in Pulmonary Tuberculosis. L. M. Lowell and W. S&S. 

Conklin.—p. 885. 

Extraperiosteal Lucite Ball Plombage. F. M. Woods and L. Buente. 
—p. 902. 

*Chemotherapy of Miliary and Meningeal Tuberculosis in Adult: Report 
of Seventy Cases Observed Eight Months to Five Years. E. J. Des 
Autels and K. H. Pfuetze.—p. 912. 

Comparison of Tracheal and Gastric Lavage in Culturing of M. Tuber- 
culosis, D. D. Deakins and L. M. Barber.—p. 926. 


Bilateral Resection in Pulmonary Tuberculosis.—Bilateral pul- 
monary resections were made in 3 male and 14 female patients 
who were between the ages of 16 and 45 and had pulmonary 
tuberculosis. The tuberculosis was classified as minimal in 4, 
moderately advanced in 1, and far advanced in 12 patients. 
The sputum was positive for acid-fast bacilli before the first 
operation in all but one patient, and 14 had sputum positive 
for tubercle bacilli between the first and second resections. 
Thoracoplasty failure constituted the indication for three of 
the operations, pneumothorax failure for seven, a destroyed 
lobe previously untreated by collapse measures for one, tuber- 
culous bronchial disease for eight, and localized caseous foci 
for 8; resection incidental to pulmonary decortication follow- 
ing pneumothorax therapy was done in three cases and upper 
lobe cavitation was the indication for four resections. In the 
17 patients, 9 complete lobes, 32 segments, and 8 subsegments 
or wedges were removed; an average total of four segments, 
roughly the equivalent of a left upper or lower lobe, was re- 
moved in each patient at the two operations. One of the 17 
patients died from progressive disease and complications. Two 
patients were operated on too recently for classification, but 
have no evidence of active parenchymal tuberculosis. Of the 
remaining 14 patients, 3 have lesions designated as “inactive” 
at 6 to 43 months, and in 11 patients the disease is classified 
as “arrested” 3 to 14 months after the bilateral procedure. 
At least 10 of these patients would have been considered to 
have had incurable disease without one or both resections, 
Bilateral resections in patients with pulmonary tuberculosis 
became more widely applicable as a result of antimicrobial 
therapy, which decreases the incidence of complications, and 
improved surgical techniques that permit resection of sublobar 
portions of the lung. It is anticipated that bilateral resection 
will shorten morbidity and provide the only means of cure for 
large numbers of patients with pulmonary tuberculosis. 


Chemotherapy of Miliary and Meningeal Tuberculosis.—The 
survival rates of 70 patients who received two different regi- 
mens of chemotherapy for miliary tuberculosis, tuberculous 
meningitis, and combined miliary and meningeal tuberculosis 
with an observation period of at least eight months to more 
than five years are reported. Of the 70 patients, 44 were started 
on streptomycin or glucosulfone sodium (Promin) during the 
first three and one-half years of the study. The remaining 26 
patients, in whom treatment was started during the next two 
and one-quarter years of the study, were given combined 
therapy with streptomycin and p-aminosalicylic acid, and some 
of them received in addition isoniazid. The survival rate of 
patients with “pure” miliary tuberculosis was 33.3% in the 
first group and 83.3% in the second group. The gross survival 
rate of patients with “pure” tuberculous meningitis was 13.6% 
in the first group as compared with 69.3% in the second group. 
The gross survival rate of patients with combined miliary 
tuberculosis and tuberculous meningitis was 10% in the first 
group and 71.4% in the second group. Survival rates thus 
were considerably higher for the second group at comparable 
periods of observation. It is believed that the prolongation 
of the original course of treatment with streptomycin from 
four months to at least one year or more and the addition 
of p-aminosalicylic acid contributed materially to the superior 
early results in the second group of patients. Since the addi- 
tion of isoniazid, the results have been even better. The authors 
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are not convinced that the intrathecal administration of Strep. 
tomycin is necessary in the treatment of tuberculous men- 
ingitis since intrathecal therapy did not appear to favorably 
influence the survival rates even before the advent of isoniazid 
Current results suggest that even better survival rates may be 
attained providing the “original” course of adequate treatment 
with streptomycin combined with p-aminosalicylic acid and 
isoniazid is started early, given continuously, and js sufficiently 
prolonged. F 
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Surgical Management of Massive Gastrointestinal Hemorrhage Report 
of 39 Cases. G. A. Olander.—p. 1123. : 
Acute Diverticulitis of Cecum: Report of Six Cases. C. C. Collins 
—p. 1137. 
Staging and Prognosis in Breast Carcinoma. A. J. McQueeney.—p 1144 
Effects of Antihistamine Drugs on Fibroplasia. J. K. Berman. | D 
Habegger and E. J. Berman.—p. 1152. 

Acute Obstruction of Left Colon, T. J. Anglem and R. A. Kenworthy 
—p. 1162. 

Intestinal Obstruction as Complication of Ureterosigmoidostomy. G. T 
Cowart and C. A. Fort.—p. 1167. 

Acquired Short Fourth Metatarsal. W. L. Minear and S. M. Chasten 
—p. 1171. 

Islet Cell Adenoma of Pancreas: Case Report. L. T. Palumbo and L. R 
Greco.—p. 1175. 

Chronic Intussuscepting Carcinoid of Heocecal Valve and Cecum: Case 
Report. J. A. Whiting, F. T. Wallace and R. S. Wilson.—p, 1180, 
Vesical Calculi Following Suprapubic Prostatectomy. B. R. Harrow 

—p. 1184, 
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3:1075-1182 (Nov.) 1953. Partial Index 


Importance of Identification and Nomenclature of Streptococci in Rela- 
tion to Antibiotic Susceptibility Studies. M. L. Koch.—p. 1081. 

Cure of Resistant Meningococcemia with Erythromycin. E. A. Anderson 
—p. 1091. 

Stability Studies of Penicillin Products. F. H. Buckwalter and R. Holleran 
—p. 1111. 

Effect of Cortisone and Desoxycorticosterone on Infection with Tetanus 
Spores and upon Toxicity of Tetanus Toxin. A, E. Greene, J. I 
Ambrus and L, Gershenfeld.—p. 1121. 

Protective Action of Fungicidin (Nystatin) in Mice Against Virulence 
Enhancing Activity of Oxytetracycline on Candida Albicans. E. L 
Hazen, R. Brown and A. Mason.—p, 1125. 

Effect of Formo-Cibazol Alone and in Combination with Chlortetracycline 
on Bacterial Flora of Colon of Man, M. Marmell, J. C. DiLorenzo, 
L. T. Wright and W. I. Metzger.—p. 1129. 

Penicillin O. J. H. Ford, B. W. Churchill and D. R. Colingsworth 
—p. 1149. 

Identification of Antibiotics. H. Fischbach and J. Levine.—p. 1159. 


Arizona Medicine, Phoenix 
10:383-418 (Nov.) 1953 


Trichomonas Vaginitis—A Perennial Problem. E. W. Overstreet.—p. 383 
Management of Peripheral Arterial Occlusive Disease. T. Winsor.—p. 387 
Nephrotic Syndrome. D. B. Manley.—p. 393. 


Bulletin of Johns Hopkins Hospital, Baltimore 
93:275-354 (Nov.) 1953 


Studies of Peripheral Blood Vascular Beds in Bulbar Conjunctiva of Man 
A. L. Grafflin and E. G. Corddry.—p. 275. 

Effect of Cortisone upon Reactions of Rabbits to Bacterial Endotoxins 
with Particular Reference to Acquired Resistance. I. L. Bennett Jr. 
and P. B. Beeson.—p. 290. 

Association of Adult-Type Coarctation of Aorta with Endocardial Fibro- 
elastosis in Infancy. E. H. Oppenheimer.—p. 309. 

*Study of Role of Adrenocorticotropic Hormone (ACTH) in Pathogenesis 
of Tubular Degeneration of Adrenals. O. M. Wilbur Jr. and A. R. 
Rich.—p. 321. 


Tubular Degeneration of Adrenals.—Wilbur and Rich say that 
several years ago, one of them directed attention to a peculiar 
type of adrenal cortical damage that occurs in several acute 
infections, and pointed out that when the lesion is extensive 
it is commonly accompanied by peripheral circulatory col- 
lapse. The typical Waterhouse-Friderichsen clinical syndrome, 
particularly when occurring in adults, is often associated with 
this adrenal lesion in the absence of the extensive adrenal 
hemorrhage to which the circulatory collapse of that syndrome 
is ordinarily attributed. The lesion, which was termed “tubular 
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jegeneration” of the adrenal cortex, consists essentially in 
scattered necroses of single or several cortical cells, shedding 
af the vacuolated cytoplasm of others, and exudation of fluid 
nae adjacent capillaries into the cortical cell cords, with the 
sulting conversion of the normally solid cords of cortical 
ils into tubular structures lined by flattened cells that have 
ost much of their cytoplasm. The lumens of the “tubules 
may appear empty or may contain protein, fibrin, a few poly- 
morphonuclear leukocytes and occasional necrotic cortical 
lls. The studies presented here aimed to determine whether 
excessive Stimulation of the adrenal cortex by sterile, more 
purified adrenocorticotropic hormone could produce the lesion 
and, if so, What amount of the hormone would be required 
and how rapidly the lesion could be induced. Adult male 
Wistar albino rats were the experimental animals. The experi- 
ments demonstrated that neither the state of infection nor a 
direct action of bacterial toxic products on the adrenals is nec- 
esary for the development of the lesion. The amount of 
exogenous corticotropin required to produce the lesion in nor- 
mal animals under the conditions of these experiments was 
yery large, but reasons are given for believing that, under the 
conditions of fulminant infection, the pituitary may produce 
an amount of adrenocorticotropic hormone sufficient to cause 
the lesion. The effect of severe tubular degeneration on the 
blood pressure in the face of infection and the effect of tubular 
degeneration on the ability to withstand infection and other 
forms of stress are important questions that can be experi- 
mentally investigated by the present method of producing the 
lesion, and the authors have begun studies directed toward 
those ends. 
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Microscopy: II. Electron Microscopy: Review. C. C. Selby.—p. 753. 

Pituitary and Adrenal Factors Involved in Azo Dye Liver Carcinogenesis, 
C. H. Robertson, M. A. O’Neal, A. C. Griffin and H. L. Richardson. 
—p. 776. 

Carboxypeptidases and Carboxypeptidase Inhibitor in Tumor-Bearing 
Animals: Possible Blood Test for Neoplasia. R. N. Feinstein and J. C. 
Ballin.—p. 780. 

Clinical Evaluation of Blood Cell Carboxypeptidase Inhibitor Test for 
Malignant Neoplasia. J. C. Ballin, R. N. Feinstein and N. E. Warner. 
—p. 784. 

Studies on Metabolism of Acetate-Il-C** in Tissues of Tumor-Bearing Rats. 
H. Busch.—p. 789. 

Phospholipid and Protein-Bound Phosphorus Synthesis in Rabbit Papil- 
loma. W. E. Cornatzer, D. G. Gallo, J. P. Davison and R. G. Fischer. 
—p. 795. 

Incorporation of Labeled Methionine in Vitro by Tissues of C3H Mice. 
J. B. Melchior and A. H. Goldkamp.—p. 798. 

3-Methylcholanthrene as Inhibitor of Hepatic Cancer Induced by 3’- 
Methyl-4 Dimethylaminoazobenzene in Diet of Rat: Determination of 
Time Relationships. R. J. Meechan, D. E. McCafferty and R. S. Jones. 
—p. 802. 

Effect of Thyroid Function on Tissue Metabolism of Tumor-Bearing Rats. 
S. B. Barker and H. S. Schwartz.—p. 817. 
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Formation of Third Coronary Artery by Internal Mammary Artery 
Implant. A. Vineberg.—p. 579. 

‘Flat Heads Among the Aged Due to Thin Parietal Bones. J. Gershon- 
Cohen, H. Schraer and N. Blumberg.—p. 596. 

‘Treatment of Gout. J. H. Talbott and L. M. Lockie.—p. 599. 

Surgical Measures in Hypertension. J. E. Thompson and R. H. Smith- 
wick.—p. 611. 

Care of the Aged. N. O. Hanson.—p. 622. 












Thin Parietal Bones Among the Aged.—A curious flat depres- 
‘ion of the posterior horizontal portion of the parietal bones 
due to localized thinness has been observed in some cases. 
Epstein recently suggested a relationship between this parietal 
thinness and postmenopausal, senile, or idiopathic osteoporosis. 
The present report deals with a roentgenographic study of 
parietal thinness as it was encountered in a group of 130 aged 
normal persons, comprising 48 men and 82 women, ranging 
from 67 to 93 years of age. X-ray examination of the skull 
was part of a complete roentgenographic skeletal survey of 
tach subject. More than two-thirds of these subjects revealed 
generalized nutritional osteoporosis varying from minimal to 
moderate in degree; several had marked osteoporosis. Five 
Persons with parietal thinness, an incidence of 3.3%, were 
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found in this group. All of these subjects had moderate skele- 
tal osteoporosis. This compares with an incidence of 0.001% 
found by the older anatomists and an incidence of 0.46% 
found by Camp and Nash after a two year roentgenographic 
study at the Mayo Clinic. In reviewing the opinions of other 
anatomists and anthropologists on this subject, the authors 
say that Greig concluded that parietal thinness was congenital 
and represented a dysplasia. Some evidence of this possibility 
was added by Camp and Nash who encountered parietal thin- 
ness in the young as well as in the aged. When one considers 
that the parietal bones are the last to develop and are more 
subject to changes such as congenital lacunae and trauma, it 
is not surprising that areas of segmental deploic atrophy with 
thinning of the parietal bones should occur as variations in 
ordinary development, simply becoming more prominent in 
aging atrophic bones. 


Treatment of Gout.—Talbott and Lockie call attention to the 
resurgence of interest in the various articular disorders and 
evaluate the present status of knowledge on gout with par- 
ticular emphasis on treatment. They believe that the oral ad- 
ministration of colchicine is the method of choice for the 
treatment of the acute attack. Phenylbutazone (Butazolidin) 
and corticotropin may be recommended in selected instances. 
Colchicine is indicated for each patient periodically in the 
intercritical period. A powerful uricosuric agent such as pro- 
benecid (Benemid) may be used together with colchicine but 
does not replace it. Avoidance of obesity and restriction of 
purine-containing foods and fats are desirable. A liberal por- 
tion of protein daily is permitted. A high fluid intake is 
stressed. Prognosis is favorable in most patients. 


Journal of Clinical Investigation, New York 
32:1197-1366 (Dec.) 1953 


*Prevention of ACTH-Induced Sodium Retention by Use of Potassium 
Salts: Quantitative Study. G. W. Liddle, L. L. Bennett and P. H. 
Forsham.—p. 1197. 

Comparative Studies of Serum Polysaccharides in Rheumatoid Arthritis 
and Degenerative Joint Disease. M. R. Shetlar, R. W. Payne, J. A. 
Bullock and others.—p. 1208. 

Fructose in Treatment of Diabetic Ketosis. J. H. Darragh, R. A. Wom- 
ersley and W. H. Meroney.—p. 1214. 

Quantitative Study of Digitoxin Content of Edema Fluids. S. St. George, 
C. F. Naegele, F. S. French and others.—p. 1222. 

Iron Absorption in Dogs During Anemia Due to Acetylphenylhydrazine. 
W. B. Stewart, P. S. Vassar and R. S. Stone.—p. 1225. 

Studies on Thalassemia: Part I. An Extracorpuscular Defect in Thalas- 
semia Major; Part II. Effects of Splenectomy in Thalassemia Major 
with an Associated Acquired Hemolytic Anemia. H. C. Lichtman, R. J. 
Watson, F. Feldman and others.—p. 1229. 

Adrenal Cortical Regulation of Distribution of Water and Electrolytes in 
Human Body. A. G. Hills, T. M. Chalmers, G. D. Webster Jr. and 
O. Rosenthal.—p. 1236. 

Erythrocyte Metabolism: Metabolic Behavior of Cholesterol of Human 
Erythrocytes. I, M. London and H. Schwarz.—p. 1248. 

*Studies on Composition of Fibrinoid Material of Subcutaneous Nodule 
of Rheumatoid Arthritis. M. Ziff, T. Kantor, E. Bien and A. Smith. 
—p. 1253. 

Use of Radioactive Chromium 51 as an Erythrocyte Tagging Agent for 
Determination of Red Cell Survival in Vivo. F. G. Ebaugh Jr., C. P. 
Emerson and J. F. Ross.—p. 1260. 

Some Clinical, Biochemical and Genetic Observations on Hemoglobin C, 
H. M. Ranney, D. L. Larson and G. H. McCormack Jr.—p. 1277. 
Hemodynamic Effects of Hypotensive Drugs in Man: III. Hexamethonium. 

E. D. Freis, J. C. Rose, E. A. Partenope and others.—p. 1285. 

Direct Measurement of Extracellular Phase of Tissues. G. Nichols Jr., 
N. Nichols, W. B. Weil and W. A. Wallace.—p. 1299. 

Body/Venous Hematocrit Ratio: Its Constancy Over Wide Hematocrit 
Range. H. Chaplin Jr., P. L. Mollison and H. Vetter.—p. 1309. 

Bacterial Digestion of Collagen. J. D. MacLennan, I. Mandl and E. L. 
Howes.-—p. 1317. 

Isolation and Characterization of Proteinase and Collagenase from Cl. 
Histolyticum. I. Mandl, J. D. MacLennan and E. L. Howes.—p. 1323. 


Prevention of Sodium Retention by Potassium.—Administra- 
tion of large doses of either corticotropin or the adrenal 
steroids results in sodium retention that is often accompanied 
by increased excretion of potassium in the urine and by a 
decrease in intracellular potassium. In order to minimize 
potassium depletion, it has become common practice to add 
supplements of potassium salts to the diets of patients receiv- 
ing large doses of corticotropin or cortisone. The use of such 
supplements was also found to be extremely effective in over- 
coming the sodium retention induced by corticotropin and by 
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cortisone. The present study was designed to clarify the mecha- 
nism of the sodium diuresis that follows the ingestion of 
large amounts of potassium salts. Experiments were made on 
14 subjects: 7 had rheumatoid arthritis, 1 disseminated lupus 
erythematosus, 1 dermatomyositis, 1 gout, 1 multiple sclero- 
sis, 1 hyperinsulinism, 1 Cushing’s syndrome, and 1 no de- 
monstrable disease. In most experiments, potassium salts were 
administered orally in small divided doses; in a few cases, the 
potassium salt was given by continuous intravenous infusion. 
Corticotropin was administered intramuscularly, either in aque- 
ous solution every 6 hours or in 16% gelatin every 24 hours. 
When either cortisone acetate or hydrocortisone was used, the 
daily dose was divided into four equal parts administered 
orally every six hours. It was found that the oral administra- 
tion of large doses of either potassium chloride or potassium 
acetate consistently results in a diuresis of sodium. The degree 
of sodium diuresis is greater in subjects in whom sodium re- 
tention has been induced by corticotropin or cortisone than 
in untreated subjects. The administration of potassium chloride 
and potassium acetate results in a decrease of urinary phos- 
phate, ammonia, and titratable acid and an increase in urinary 
bicarbonate and chloride. The increase in urinary sodium is 
proportionately much greater than the increase in urinary 
chloride. Two possible mechanisms may account for the natri- 
uretic effect of potassium salts: (1) displacement of body Na* 
by K*, and (2) suppression of renal tubular H* = Na* ex- 
change. Sodium retention due to therapeutic doses of corti- 
sone or corticotropin can be consistently prevented by the daily 
administration of 200 mEq. or more of potassium. 


Composition of Fibrinoid of Rheumatoid Nodules.—Fibrinoid 
has been described as a “homogeneous, eosinophilic, refractile, 
relatively acellular, band-like structure which has some of the 
tinctorial properties of fibrin.” It is found in the connective 
tissue in the group of “diffuse collagen diseases,” including 
rheumatic fever and rheumatoid arthritis, lupus erythematosus 
and scleroderma, and periarteritis nodosa. The fibrinoid ma- 
terial of five subcutaneous nodules obtained from patients with 
rheumatoid arthritis was extracted by treatment of fresh nodule 
tissue with either dilute sodium hydroxide or trypsin. The 
extracts of fibrinoid were analyzed for hydroxyproline by a 
sensitive radioisotope derivative technique and found to con- 
tain between none and 0.3 mg. of hydroxyproline per gram 
of nodule tissue. Collagen content of the nodule tissue ranged 
between 70.8 and 159 mg. per gram. From the relative areas 
of collagen and fibrinoid present in microscopic sections of 
untreated nodules, the approximate concentration of fibrinoid 
was estimated. Values varied between 17 and 40 mg. per 
gram. The maximum amounts of collagen that could be pres- 
ent in the extracted fibrinoid, calculated from the hydroxy- 
proline content of the fibrinoid extracts, were found to be 
about 2% by weight of the fibrinoid. The results indicate that 
if collagenous material is at all present in the fibrinoid of the 
subcutaneous nodule, the amounts are negligible. 
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An Absolute Method for Assay of Virus Hemagglutinins. S. Levine, T. T. 
Puck and B. P. Sagik.—p. 521. 

Studies of Hypersensitivity to Low Molecular Weight Substances: II. 
Reactions of Some Allergenic Substituted Dinitrobenzenes with Cysteine 
or Cystine of Skin Proteins. H. N. Eisen and S. Belman.—p. 533. 

Effect of Tuberculin and Cortisone Singly and in Combination on Ex- 
planted Tissues of Guinea Pigs, Mice and Rabbits. M. Holden, B. C. 
Seegal and L. B. Adams.—p. 551. 

Regression of Transplanted Lymphomas Induced in Vivo by Means of 
Normal Guinea Pig Serum. J. G. Kidd.—p. 565. 

Ergastoplasm: Its Fine Structure and Relation to Protein Synthesis as 
Studied with Electron Microscope in Pancreas of Swiss Albino Mouse. 
J. M. Weiss.—p. 607. 

Antigenic Composition of Influenza Virus Measured by Antibody- 
Absorption. K. E. Jensen and T. Francis Jr.—p. 619. 

Epidemiologic and Immunologic Significance of Age Distribution of 
Antibody to Antigenic Variants of Influenza Virus. F. M. Davenport, 
A. V. Hennessy and T. Francis Jr.—p. 641. 

Myocarditis and Pulmonary Arteritis in Mice Associated with Presence 
of Rickettsia-Like Bodies in Polymorphonuclear Leucocytes. A. M. 
Pappenheimer and J. B. Daniels.—p. 667. 
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*Use of Radioactive Gold in Treatment of Effusions Due to 
N. Simon, J. Abrams, M. Khilani and others.—p. 237. 
Integration of Psychosomatic Viewpoint in Medicine. M. R Kaufman 
—p. 247. “a 
Accessory Lung—Unusual Variations. G. P. Seley.—p. 257 
Afibrinogenemia in Pregnancy: Diagnosis and Treatment. H. ( hessin and 
J. C. Greenwald.—p. 263. "7 
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Radioactive Gold in Treatment of Effusions Due to Cance 
—Simon and associates say that the radioactive goid seq d 
Mount Sinai Hospital in New York City is in the form of a 
purple-colored radioactive colloidal suspension emitting abou 
30 me. per cubic centimeter. The method of introducing th. 
solution into patients is described and explained in a diagram 
Radioactive colloidal gold is used in serous effusions to selec. 
tively irradiate the lining membrane of the serosal cavity with, 
out effecting undue radiation to other portions of the bod 
On disintegration Au'®* emits a beta particle of 0.98 me 
and gamma rays of 0.12 and 0.41 mev. The beta particles 
are absorbed in the first millimeter of serosal lining and ¢e. 
liver most of the biologically effective radiation. The gamma 
rays contribute an insignificant fraction of the radiation dos 
to the serous membranes, but their high penetration js qq. 
vantageous, since they can be counted externally when the 
radioactive preparation is within the patient’s body. The 
auihors review observations on 14 patients who were treated 
with Au!®8 because of pleural effusions secondary to malig. 
nant tumors. The administered dose ranged from 25 to 99 
mc. The radioactive gold was injected after aspiration of 
most of the pleural fluid. All patients tolerated the injected 
gold well. Peripheral blood cell counts were done at frequent 
intervals in some of the patients, and no leukopenia or throm. 
bocytopenia resulted. Six of the 14 patients had carcinoma 
of the breast, 4 carcinoma of the lungs, 3 lymphoblastoma, 
and 1 carcinoma of the fundus of the uterus. Seven of these 
14 patients derived benefit from the radioactive colloidal gold 
treatment. Favorable results were manifested by a decrease 
in the frequency of chest taps to relieve dyspnea. The histories 
of three of the patients who responded favorably are briefly 
presented. The radioactive gold in the circulating blood is less 
than 0.2% of the dose injected. The gold in the blood js 
protein-bound to the alpha and beta globulins as demonstrated 
by filter paper electrophoresis. 
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Subdural Hematoma Occurring in Surgically Treated Hydrocephalic 
Children: With Note on Method of Handling Persistent Accumulations. 
L. M. Davidoff and E. H. Feiring.—p. 557. 

*Surgical Treatment of Saccular Intracranial Aneurysms: Report of 5% 
Consecutively Treated Patients. H. F. Steelman, G. J. Hayes and H. 
V. Rizzoli—p. 564. 

Studies of Pressures in Carotid Artery of Patients Undergoing Cerebral 
Angiography. W. E. Stern.—p. 577. 

Osteitis Deformans with Spinal Cord Compression: Report of Three 
Cases. F. R. Latimer, J. E. Webster and E. S. Gurdjian.—p. 583. 
*Treatment of Internal Carotid Artery Aneurysms by Proximal Arterial 

Ligation: Follow-Up Study. S. P. W. Black and W. J. German.—p. 5%. 

Technique and Dangers of Cerebral Angiography. G. F. Rowbotham, 
R. K. Hay, A. R. Kirby and others.—p. 602. 

Paraplegia Caused by Spontaneous Spinal Epidural Hemorrhage. E. C 
Shultz, A. C. Johnson, C. A. Brown and W. H. Mosberg.—p. 608 
*Controlled Hypotension at Intracranial Operations. P. E. Wiklund 

—p. 617. 

Sympathectomy of Upper Extremity: Evaluation of Surgical Methods 
B. S. Ray.—p. 624. 

Surgical Treatment of Aneurysms of Anterior Communicating Arter) 
G. Norlén and A. S. Barnum.—p. 634. 

Surgical Treatment of Deafness Following Meningitis. W. T. Grant 
—p. 651. 


Surgery of Saccular Intracranial Aneurysms.—Fifty-six (00 
secutive patients with surgically treated intracranial aneurysm 
are reported. The over-all surgical mortality was 3.6%, and 
7% of the patients had a postoperative hemiplegia. Of !4 
patients treated by ligation of the carotid artery in the neck, 
none died and 1 was rendered hemiplegic. Of 42 patients, I 
who had trapping of the aneurysms between an intracranial 
clip and ligature on the carotid artery in the neck, 13 who 
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had trapping of the aneurysm between intracranial clips, 10 
yho had occlusion of the neck of the aneurysmal sac, and 
» who had packing or reinforcing with muscle or absorbable 
“atin sponge (Gelfoam), 2 died (both in the group that had 
rapping between intracranial clips) and 3 became hemiplegic. 
The authors feel that a successful program of surgical treat- 
ment of intracranial aneurysms depends on careful study of 
the patient by means of arteriography, with careful selection 
of patients on whom surgery is to be performed. The follow- 
ing factors were used by the authors in deciding on or against 
wrgery: location of the aneurysm, age of the patient, size 
of the neck of the aneurysm, the general and neurological 
condition of the patient, his ability to tolerate carotid com- 
pression for 30 minutes (Matas test), and the likelihood of 
producing an intolerable deficit if it were necessary at opera- 
jon to sacrifice the artery feeding the aneurysm. The surgeon 
must decide what is the optimal time for operating during the 
dinical course of the patient’s disease; it must be after the 
vital and neurological signs of the original attack have leveled 
of, but before a possible hemorrhage. The danger to life and 
neurological function is a calculated risk that must be assumed 
when the decision to operate is made. The outcome of surgery 
often depends on factors that cannot be forecast or avoided. 
The surgeon must not only have every detail of the operation 
planned in advance but be ready for any situation that may 
present itself. Until he can offer the patient a ‘better chance 
for improvement with surgery than without, the patient should 
not be subjected to surgery. 
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ligation of Carotid Artery Aneurysms.—Aneurysms of the 
internal carotid artery, both in the cavernous and cerebral 
portions, have been treated by proximal arterial ligation in the 
neck at the Surgery Clinic of the Yale University School of 
Medicine since 1936. The present series of patients numbers 
35, of whom 27 were alive at the time this paper was written. 
Of the nine patients with aneurysms in the cavernous portion 
of the internal carotid artery, one died of periarteritis nodosa 
three years after ligation. Of the 26 whose lesions were in 
the cerebral portion of the artery, 2 died in connection with 
the operation, 1 was in a critical condition, and the other was 
the only patient in the series who had multiple aneurysms. 
Five patients died after leaving the hospital; two probably 
of recurrent intracranial bleeding, two apparently of other 
causes, and one of an unknown cause. The authors feel that 
thir method is reasonably benign and effective in achieving 
the twofold therapeutic purpose that they envisage—the re- 
duction of strain on the aneurysm with maintenance of ade- 
quate circulation to all parts of the brain. While the principle 
of proximal ligation for intracranial aneurysm is largely on 
an empirical basis, a study of the stresses operating on the 
aneurysm—total hydrostatic pressure in the parent artery, the 
pulsatile nature of the flow, turbulence, and jet. action—tends 
0 indicate that the procedure has a sound theoretical basis. 

























Controlled Hypotension at Intracranial Operations.—The 
author reports on 60 patients who had controlled hypotension 
induced by hexamethonium at various intracranial operations. 
The series comprised 34 women and 26 men operated on at 
ihe department of neurosurgery of Serafimerlasarettet, Stock- 
holm, Sweden, between January and November, 1952. The 
diagnoses in these cases were arterial aneurysm, 28; arterio- 
venous aneurysm, 4; meningioma, 15; neurinoma, 5; glioma, 
3; intracranial metastases, 2; chordoma, 1; Jacksonian epilepsy, 
!;and malignant hypertension (hypophysectomy), 1. The post- 
operative mortality was five patients. Four died from their 
disease; in only one was the induced hypotension and subse- 
quent treatment contributory to death. Fifty-five patients were 
discharged after an average hospitalization of 15 days. Four 
of them underwent reoperation for postoperative hematomas; 
but there were no other serious postoperative complications. 
Postoperative shock occurred in no case. The three main indi- 
cations for controlled hypotension in intracranial surgery are 
arterial aneurysms, highly vascular tumors and malformations, 
and rise in intracranial pressure and cerebral edema. Hyper- 
lension is generally not a contraindication, since the dangers 
of a fall in blood pressure of short duration are outweighed 

those of rupture of a tumor or aneurysm and hemorrhage. 
Contraindications are grave cardiac and renal changes, pul- 
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monary and extrapulmonary processes that considerably impair 
the oxygen uptake, and shock or impending shock. Hypo- 
tensive agents should accordingly be used to preclude bleeding 
and not be employed as a last resort when the hemorrhage 
has already substantially reduced the circulating blood volume. 


Laryngoscope, St. Louis 
63:1025-1144 (Nov.) 1953. Partial Index 


Review of Available Literature on Pharynx and Pharyngeal Surgery for 
1952. F. E. LeJeune and M. Lewis Jr.—p. 1025. 

*Tuberculous Otitis Media. L. J. Wallner.—p. 1058. 

Efficacy of Wetting Agent (Duponol-C) as Aid in Treatment of Laryngo- 
tracheobronchitis: Preliminary Report. L. C. Dickey.—p. 1078. 

Classification of Carcinoma of Larynx. F. E. Leborgne.—p. 1089. 

Problem of Blue Eardrum: Idiopathic Hemotympanum. W. R. Johnston 
—p. 1096. 


Tuberculous Otitis Media.—The patients whose cases are re- 
viewed by Wallner were seen in consultation during the past 
five years at two large tuberculosis hospitals. Among a com- 
paratively large number of patients with otitis media, there 
were 52, in whom there was presumptive evidence of tuber- 
culosis of the ear. Over 200 patients in the same hospital 
population had the diagnosis of tuberculous laryngitis. The 
patients seen at these two hospitals were mostly adult men, 
and all were being treated for pulmonary tuberculosis. The 
most frequent symptom was aural discharge. Other frequent 
complaints were tinnitus, a feeling of fulness or blocking of 
the ear, and defective hearing. The functional tests indicated 
a conduction type of hearing impairment. The diagnosis of 
unilateral otosclerosis seemed the most plausible one. The 
subsequent appearance of inflammatory alterations of the drum 
membrane, or of discharge, revealed the true nature of the 
disease. The author says that when he first cared for tuber- 
culous patients, a phthisiologist remarked that any case of 
discharging ear developing in a person known to have pul- 
monary tuberculosis could be considered to be tuberculous in 
origin. This apparently rash statement was confirmed by further 
experience. The diagnosis of specific infection of the ear de- 
pends largely upon the history of painless onset of aural dis- 
charge in a person with pulmonary tuberculosis. The otoscopic 
appearance may not be unusual, and demonstration of acid- 
fast organisms may be most difficult. The finding of a well- 
pneumatized mastoid in chronic otitis media may be evidence 
of tuberculous etiology. The treatment and prognosis of this 
disease have been completely altered. If seen early, before 
perforation has occurred, chemotherapy may result in com- 
plete resolution of the tuberculous process in the ear. All ear 
complaints in tuberculous persons, especially tinnitus, a feeling 
of fulness, or loss of hearing should receive prompt attention. 
Early diagnosis and chemotherapy may prevent perforation and 
preserve hearing. 


New England Journal of Medicine, Boston 
249:829-870 (Nov. 19) 1953 


*Tuberculous Meningitis: Combined Therapy with Cortisone and Anti- 
microbial Agents. S, J. Shane and C. Riley.—p. 829. 

Influence of Weight Reduction on Amenorrhea in Obese Women. G. W. 
Mitchell Jr. and J. Rogers.—p. 835. 

Cardiovascular Effects of Cervicothoracic Vagectomy in Human Being. 
R. S. Fraser and C. B. Chapman.—p. 837. 

Cardiologist Looks at Hand. J. J. Silverman and D. S. Littman.—p. 839. 

Food Poisoning. K. F. Meyer.—p. 843. 

Subendocardial Infarction: Report of Two Cases. C. E. Ernst and 
C. Fisch.—p. 853. 


Cortisone Combined with Antimicrobial Agents in Tubercu- 
lous Meningitis ——Three adult patients between the ages of 
28 and 36 years and four children between the ages of 9 
months and 12 years with tuberculous meningitis received 
combined treatment with cortisone and antimicrobial agents. 
Treatment was usually begun with 200 to 300 mg. of corti- 
sone daily by mouth when practicable, but intramuscularly 
when oral administration was not possible. This was usually 
accompanied by the intramuscular administration of strepto- 
mycin or dihydrostreptomycin in doses of 1 gm. daily, and 
p-aminosalicylic acid orally. In one patient, streptomycin was 
withheld because of a history of hypersensitivity and was re- 
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placed by full doses of isoniazid. With the exception of one 
patient who was given intrathecal injections of streptomycin 
for a short period, this route of administration was not used. 
The original dose of cortisone was maintained for every pa- 
tient until there was decided improvement in the clinical and 
laboratory findings, and then gradually diminished by decre- 
ments of 50, 25, or 10 mg. In all patients a final dose of 5 
to 10 mg. daily was continued for varying periods before the 
drug was finally discontinued. Antimicrobial therapy with one 
or more drugs was carried on for three to six months after 
discontinuation of cortisone. Serial x-ray examinations of the 
chest were made at intervals of two weeks, in view of the 
known propensity of cortisone to reactivate apparently healed 
tuberculous lesions. No evidence of the development or re- 
activation of tuberculous pulmonary disease was noted in any 
of the patients. Of the seven unselected patients, five recovered 
and two died. Necropsy was performed in the latter cases and 
microscopic evidence of regression was noted in the miliary 
lesions in all organs examined. In one patient, the resolution 
of an established subarachnoid block occurred in the course 
of the combined treatment, and, in another, there was evi- 
dence that the development of an incipient block was sup- 
pressed by cortisone. In one patient clinical and bacteriological 
relapse, which had occurred after neurosurgical treatment with 
burr holes, was reversed by the combined treatment with 
cortisone and antimicrobial agents. Microscopic studies of the 
tuberculous exudate and other tissues in the two fatal cases 
revealed a striking lack of cellularity in the tissues and exu- 
dates of patients treated with cortisone, as compared with sec- 
tions from patients treated by conventional methods. It is 
highly probable that this suppressive action on exudate forma- 
tion is the prime factor in preventing the sealing off of the 
Strategic foramens at the base of the brain, which frequently 
may result in irreversible hydrocephalus. The use of cortisone 
in the presence of active tuberculosis appears to be a safe 
procedure, provided that it is adequately covered by effective 
antimicrobial therapy. The importance of early diagnosis and 
early institution of treatment is again emphasized. 


Pediatrics, Springfield, Ill. 

12:471-592 (Nov.) 1953 

Recent Studies on Immunization Against Poliomyelitis. J. E. Salk.—p. 471. 

Homozygous Type “‘c’”? Hemoglobin. T. H. Spaet, R. H. Alway and 
G. Ward.—p. 483. 

Persistence and Distribution of Toxocara Larvae in Tissues of Children 
and Mice. M. H. D. Smith and P. C. Beaver.—p. 491. 

*Hemolytic Streptococcal Infection in Childhood. L. A. Rantz, M. Maroney 
and J. M. Di Caprio.—p. 498. 

Lymphoid Hyperplasia of Appendix: Clinical Study. A. A. Nathans, 
H. Merenstein and S. S. Brown.—p. 516. 

Congenital Malformations and Birth Injuries in New York City. H. M. 
Wallace, L. Baumgartner and H. Rich.—p. 525. 

Pseudocholedochal Cyst. A. G. Smith and S. F. Seeley.—p. 536. 

Hormone Patterns in Patients with Congenital Adrenal Hyperplasia. V. C. 
Kelley, R. S. Ely and R. B. Raile—p. 541. 

Abnormal Electrolyte Composition of Sweat in Cystic Fibrosis of Pan- 
creas: Clinical Significance and Relationship to Disease. P. A. 
di Sant’Agnese, R. C. Darling, G. A. Perera and E. Shea.—p. 549. 

Clot Density Method of Fibrinogen Determination in Some Pediatric 
Conditions. A. Kanof, S. Losner and B. W. Volk.—p. 564. 

Mucolytic Enzyme Systems: XX. Comparison of Mucoprotein and 
Hyaluronidase Inhibitor Concentrations in Maternal and Infant Serum. 
R. A. Good, V. C. Kelley, T. A. Good and D. Glick.—p. 575. 


Hemolytic Streptococcus Infection in Childhood.—A four 
year investigation of hemolytic Streptococcus infection in child- 
hood was undertaken in infants and children attending the 
pediatric outpatient clinics of the Stanford University Hos- 
pitals in San Francisco. Suitable cases of hemolytic Strepto- 
coccus infection were discovered in 43 children from 4 to 8 
years of age by the application of clinical and bacteriological 
methods to those who presented symptoms of respiratory in- 
fection or by the serial study of 92 infants followed from 
birth for the first four years of life. In the latter group, in- 
fection by the hemolytic Streptococcus was a frequent event, 
but the disease was usually mild or inapparent. In its severer 
form it was characterized by the lack of an acute onset, by 
low grade or absent fever, by rhinorrhea, by a protracted 
course that was not self-limited, and by the occurrence of 
frequent suppurative complications. Accurate etiological diag- 
nosis in these patients required bacteriological study of the 
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nasopharyngeal flora and of the purulent discharges. The ad. 
ministration of penicillin in standard courses, consisting of 
daily injections of 300,000 units of penicillin in aqueoys Sus. 
pension for five consecutive days or of three doses at 42 hour 
intervals of the same amount of the drug suspended jp oil 
and 2% aluminum monostearate abruptly terminated :he dis. 
ease process in these cases with prompt and dramatic Clinical 
improvement. After 4 years of age the disease pattern changed 
so that progressively more of the infections were Associated 
with an acute febrile onset, sore throat, exudative tonsillitis 
and pharyngitis, and occasionally with a skin rash. Rheumatic 
fever and lesser manifestations of the rheumatic state occurreg 
after streptococcic infection in children aged over 4 years but 
were never observed in those less than 4 years of age. yj. 
dence is presented that supports but does not establish the 
validity of the hypothesis that the changing patterns of clini. 
cal response to hemolytic streptococci are the result of Te- 
peated infection by these organisms with an alteration in tissye 
reactivity presumably on an immunologic basis. 


Pennsylvania Medical Journal, Harrisburg 


56:945-1024 (Nov.) 1953 


Cardiac Arrest and Resuscitation. C. S. Beck.—p. 969. 

Trauma as Factor in Production of Alopecia Universalis: Preliminary 
Report. C. L. Schmitt.—p. 975. : 

Adenoid Problem Demands Orderly Procedure. H. D. Rentschler.—p, 977, 


$6:1025-1168 (Dec.) 1953 


President-Elect’s Address. J. L. Whitehill—p. 1043. 

Differential Diagnosis Between Solid and Serous Detachment of Retina. 
A. E. Town.—p. 1046. 

Business Management of Medical Practice. H. C. Black.—p. 1049, 


Postgraduate Medicine, Minneapolis 
14:369-464 (Nov.) 1953 


Management of Postmenopausal Woman. J. C. Weed.—p. 370. 

Prevention and Management of Acute Cholecystitis. P. T. DeCamp. 
—p. 374. 

“Frozen Shoulder.” T. Duncan.—p. 377. 

*Gallstones: Menace in Cholecystic Disease. A. Ochsner.—p. 381. 

Carcinoma of Prostate. W. E. Kittredge.—p. 386. 

Gout—Its Diagnosis and Treatment. T. E. Weiss and W. E. Weems. 
—p. 392. 

Cystic Disease of Kidneys. R. Birchall and M. Harvard.—p. 398. 

Venesection in Treatment of Congestive Heart Failure, Erythremia, Aortic 
Aneurysm and Hemochromatosis. J. K. Bradford, W. Arrowsmith, 
W. D. Davis Jr. and T. Findley.—p. 403. 


Gallstones in Cholecystic Disease—According to Ochsner gall- 
stones represent a real hazard in acute cholecystic disease 
because of the possibility of the development of dangerous 
complications such as acute cholecystitis, obstruction of the 
common duct, choledochitis, intestinal obstruction due to gall- 
stones, acute and chronic pancreatitis, and carcinoma of the 
gallbladder. This last condition is undoubtedly the most 
dreaded of all gallstone complications, because once car- 
cinoma has progressed so that it can be suspected or diagnosed 
clinically, nothing can be done to cure it. Carcinoma of the 
gallbladder probably never occurs without the presence of 
gallstones, and, although the risk of developing carcinoma in 
the presence of gallstones may not be particularly great, pos- 
sibly between 2 and 5%, the danger of cholecystectomy for 
uncomplicated cholecystitis and cholelithiasis is much less than 
this. Only approximately 30% of biliary calculi have sufficient 
calcium in them to cast a shadow in the plain roentgenogram. 
In those cases in which there is sufficient function in the gall- 
bladder so that it can be visualized, nonopaque stones are 
visible as negative shadows. Frequently, however, patients with 
biliary calculi have severe enough cholecystic disease so that 
the function of the gallbladder is insufficient to permit visuali- 
zation. In these instances, the diagnosis of cholelithiasis must 
be made from the symptoms alone. It is justified in any patient 
who has recurrent attacks of biliary colic associated with a 
nonfunctioning gallbladder. If there is any possibility of the 
presence of calculi, the gallbladder and its calculi should be 
removed unless there is some definite contraindication, be- 
cause only in this way can the development of complications, 
which are responsible for most of the deaths in patients with 
cholelithiasis, be minimized. 
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proc. Staff Meet., Mayo Clinic, Rochester, Minn. 
28:641-672 (Nov. 18) 1953. Partial Index 


sserious Untoward Gastrointestinal Manifestations Possibly Related to 
Administration of Cortisone and Corticotropin. W. G. Sauer, W. H. 
Dearing and E. E, Wollaeger.—p. 641. : 

Rheumatic Complaints During Chronic Hypercortisonism and Syndromes 
During Withdrawal of Cortisone in Rheumatic Patients. C. H. Slocumb. 












—p. 655. ; _ : : 
Histopathologic Changes in Adrenal and Anterior Pituitary in Patients 
Treated with Cortisone: Preliminary Impressions. W. A. Bennett. 
—p. 658. 





Clinical Aspects of Suppression of Adrenal Cortical Function after Use 
of Cortisone. R. M. Salassa, F. R. Keating Jr. and R. G. Sprague. 


—p. 662. 

Untoward Gastrointestinal Manifestations Related to Cortisone 
and Corticotropin.—Sauer and associates present the cases of 
\Q patients in whom serious untoward gastrointestinal mani- 
festations appeared during or after administration of cortisone 
or corticotropin. Death occurred in one patient who had 
chronic ulcerative colitis and in whom perforation of the 
cecum and peritonitis developed. Perforation of the bowel and 
peritonitis occurred in two of four patients who had regional 
enteritis; an enterocutaneous fistula was present in one of 
these as a result of the perforation. Perforation of an intra- 
abdominal abscess occurred in a third patient who had this 
disease. The fourth patient, who had extensive regional enter- 
itis, also had ulcerative esophagitis that either developed during 
or was aggravated by administration of corticotropin. Com- 
plications of peptic ulcer occurred in two patients who had 
extensive hypercortisonism. One of these patients had massive 
hemorrhage and ultimately died as the result of adrenal in- 
sufficiency after surgical removal of the ulcer. The second pa- 
tient experienced reactivation of an ulcer and massive hemor- 
rhage; subsequent resection was required. A gastric ulcer that 
was intractable to medical management appeared in a third 
patient who had hypercortisonism. Ulcerative rectal lesions de- 
veloped in three patients; two of them had hypercortisonism 
and one of these also had a large intractable gastric ulcer. 
The third patient in this group had proctoscopic findings and 
clinical symptoms compatible with chronic ulcerative colitis 
that developed while he was receiving cortisone for treatment 
of rheumatoid arthritis. Although it is possible that gastro- 
intestinal complications occur in patients receiving cortisone or 
corticotropin entirely by chance, the evidence from this study 
and from reports in the literature strongly suggests that ad- 
ministration of these hormones may be a causative factor. 































Psychiatric Quarterly, Utica, N. Y. 
27:543-748 (Oct.) 1953. Partial Index 


Psychic Determinism and Responsibility. L. G. Lowrey.—p. 543. 

Concept of the Unconscious. L. Eidelberg.—p. 563. 

Psychotherapeutic Approach to Schizophrenics Through Insulin-Coma 
Treatment. D. Annau.—p. 608. 

Observations on 36 Patients with General Paresis Treated with Penicillin- 
Malaria and Penicillin Alone. W. M. Cohn.—p. 637. 












Review of Gastroenterology, New York 


20:777-856 (Nov.) 1953 


Internal Hernia. H. Nathan and J. E. Moseley.—p. 787. 

Comments on Diseases of Small Intestine. D. Adlersberg.—p. 805. 

Physiopathological Changes in Upper Gastrointestinal Bleeding. R. C. 
Drye and H. A. Rafsky.—p. 814. 

Effects of Pneumoperitoneum upon Digestive Tract. N. B. Jaffe.—p. 824. 

An Evaluation of Prantal® in Ulcer Management: Follow-Up of Pre- 
liminary Report. T. S. Heineken.—p. 829. 

‘Duodenal Ulcers (Multiple) in Nine Year Old Boy: Complicated by 
Pyloric Obstruction. H. M. Robinson.—p. 840. 


Multiple Duodenal Ulcers in a 9-Year-Old Boy.—The boy 
whose case is presented was first seen by Robinson in Janu- 
ary, 1948, when the history revealed that for the past two 
years he had had epigastric pains. Examination revealed a 
rather undernourished youngster. There was tenderness in the 
‘pigastrium. Radiographic examination revealed that the duo- 
denal bulb failed to fill properly and to empty completely, 
leaving two residual pockets of barium in the region of the 
duodenal bulb. These were interpreted as ulcer niches. The 
child responded to an ulcer regimen, but in 1949 he returned 
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with the complaint of epigastric pain and he was again placed 
on rigid medical care. In 1950, another gastrointestinal series 
revealed a niche in the duodenal bulb with considerable gastric 
retention. The pyloric obstruction diminished on a medical 
regimen as the acute stage of the ulcer subsided. In 1951, the 
child returned complaining of nausea, vomiting, and loss of 
weight. Operation was performed in 1952, at which time a sub- 
total gastrectomy was done. The duodenal ulcer had pene- 
trated into the bed of the pancreas. The ulcer was removed 
with pancreatic tissue. A pancreatic fistula complicated his 
convalescence. Subsequent resection of the fistulous tract was 
followed by uneventful recovery. Robinson feels that, if more 
children were studied radiographically, a higher incidence of 
peptic ulcer would be found in children. 


Surgery, Gynecology and Obstetrics, Chicago 
97:657-782 (Dec.) 1953 


*Freeze-Dried Arterial Homografts: Clinical Application. R. B. Brown, 
C. A. Hufnagel, J. W. Pate and W. R. Strong.—p. 657. 

*Diagnostic Value of Tissue Culture Studies of Pleural Effusions: Five 
Year Follow-Up of Cases. M. E. Sano.—p. 665. 

Study of Supportive Structures of Uterus by Levator Myography. B. Ber- 
glas and I. C. Rubin.—p. 677. 

Diagnostic and Therapeutic Considerations of Intussusception. H. R. 
Kahle and C. T. Thompson.—p. 6%3. 

Uterine Fibromyomas. R. W. Irwin.—p. 702. 

Evaluation of Evans Blue Dye T-1824 Method for Studying Circulating 
Blood Volume. J. A. Whiting and R. Hotz.—p. 709. 

Congenital Stenosis and Atresia of Small Intestine. T. C. Moore and 
G. E. Stokes.—p. 719. 

Operative Technique for Construction of Venous Valves. B. Eiseman and 
W. Malette.—p. 731. 

War Wounds of Thoracic Respiratory Apparatus. C. E. Willner.—p. 735. 

Hepatic Coma Following Ischemia of Liver. A. M. Rappaport, M. H. 
Macdonald and Z. J. Borowy.—p. 748. 

Experimental Hepatic Coma. B. Giges, H. L. Dein, V. M. Sborov and 
others.—p. 763. 

Formation of Popliteal Vein. A. F. Williams.—p. 769. 

Surgical Management of Profuse Hemorrhage from Uterine Carcinoma. 
A. M. Salzberg, W. A. Fuller and R. H. Hoge.—p. 773. 


Freeze-Dried Arterial Homografts.—The clinical use of arterial 
homografts has been made practical by the development of 
storage methods. The types of preservation that have been 
effective clinically are those that use a quick freezing technique 
with storage at -80 C, as developed by Hufnagel, and those 
that utilize a tissue culture-like medium with storage at 1 to 
3 C as advocated by Gross. Both methods have several! dis- 
advantages. The present report is concerned with the clinical 
use of arterial homografts preserved by freeze-drying. While 
processing is somewhat more involved, storage does not re- 
quire the supervision of specialized personnel; it is not depen- 
dent on controlled conditions of temperature, storage medium, 
and sterility; it is independent of power failure; and the grafts 
are stored and handled just as a bottle of dry blood plasma 
and may be shipped by commercial carrier. These grafts have 
a shelf life in excess of two years. The arterial homografts 
are obtained at sterile autopsies within 24 hours of death, the 
body having been refrigerated in the interim. The vessel seg- 
ments are placed in glass tubes and frozen by immersion in 
a mixture of absolute alcohol and dry ice at -78 C. After five 
minutes of freezing in this solution the grafts are either placed 
directly in a freeze-drying machine or in storage at dry ice 
temperature to await freeze-drying. For drying, an extensively 
modified commercial freeze-drying machine is used, and the 
grafts are placed in a vacuum of 50 to 100 microns of mer- 
cury. The temperature is maintained at less than -35 C for 
several hours. The arterial segments are thus dried by sub- 
limation, the entire process taking about 72 hours. During 
the last 24 hours, the temperature is raised to 30 C. When 
drying is completed the residual moisture in the graft has been 
reduced to less than 1% of the normal unbound water con- 
tent. The grafts are sealed in bottles under an ionizable vacuum 
and stored at room temperature. It has been demonstrated in 
experimental animals that freeze-dried arterial grafts may be 
used with excellent results. The authors present detailed re- 
ports of seven patients in whom 12 freeze-dried vessel segments 
were used. The patients have been followed for from one to 
nine months. In all instances patency of the graft apparently 
has been maintained during this relatively short period of 
observation. 
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Diagnostic Value of Tissue Culture Studies of Pleural Effu- 
sions.—Sano says that in a previous report it was shown that 
cells from human body fluids have different growth patterns 
in tissue culture that may be of diagnostic value. The present 
paper reports detailed studies of 56 specimens from 50 cases 
representing varied diseases. These have been grouped more 
or less arbitrarily into carcinomas, granulomas, lymphomas, 
and inflammatory conditions. Cellular growth patterns were 
analyzed, correlated with the pathological states which pro- 
duced the effusions, and compared with the cell block and 
Papanicolaou smear studies. The fluids were collected under 
sterile conditions. If sufficient material was available, 20 cc. 
of the fluid was used for tissue culture studies and the re- 
mainder for cell block study. From one to four hours after 
removal, the cells were inoculated into two types of medium; 
one consisting of autogenous plasma (fasting), Tyrode’s solu- 
tions, and mouse embryo extract, and the other of chicken 
plasma, Tyrode’s solution, and embryo extract. The apparatus 
was the double coverslip cell of Sano-Smith and the roller 
tubes of Gey and Lewis. Cinephotomicrography with an in- 
verted microscope and constant temperature chamber permitted 
the study of the cultures by time lapse moving pictures with- 
out interfering with cellular growth. The types of cells, their 
number, and their behavior were recorded daily for from 3 
to 10 days. In situ staining by a procedure applicable to both 
routine sections and Papanicolaou smears was used to facili- 
tate cellular comparison. With regard to the use of autogen- 
ous plasma the author says that in the study of some 400 
human tissues it became increasingly apparent that in most 
instances, though not in all, the cell type and pattern of the 
original tissue were more closely reproduced in those cultures 
in which autogenous plasma had been used. The author applies 
the term kinetic pathology to the culture in vitro of patho- 
logic tissues. In the concluding summary she stresses that the 
presence of living, multiplying tumor cells has been demon- 
Strated in tissue cultures of pleural effusions in which no tumor 
cells had been found by any other method. Tissue culture 
of human effusion cells reflect in most instances the patho- 
logic process active in their donors. Kinetic pathology has 
been shown to be a valuable diagnostic tool and an adjunct 
to cell block and smear studies, but not a substitute for these. 


Surgery, St. Louis 
34:803-970 (Nov.) 1953 


Use of Cellulose Sponges in Surgery: Preliminary Report. J. R. Paine 
and R. W. Egan.—p. 803. 

Inflammatory Carcinoma of Breast in Male Patient. N. Treves.—p. 810. 

Hemorrhage from Stress Ulcer Treated by Resection. R. G. Salasin and 
W. F. Bowers.—p. 821. 

*Gastrointestinal Ulcerations Complicating Burns: Report of 5 Cases aad 
Review of 17 Cases Reported from 1942 to 1952. A. E. Weigel, C. P. 
Artz, E. Reiss and others.—p. 826. 

Benadryl Hydrochloride Given Intravenously to Control Postoperative 
Nausea and Vomiting. W. R. Warrington, T. J. Pasquesi, R. J. Kula- 
savage and E. L. McCawley.—p. 837. 

*Duplication of the Entire Colon, Bladder, and Urethra. M. M. Ravitch 
and W. W. Scott.—p. 843. 

Roentgen Rays and Wound Healing: II. Fractionated Irradiation: An 
Experimental Study. J. J. Nickson, W. Lawrence Jr., I. Rachwalsky 
and E. Tyree.—p. 859. 

Vitamin Bi Deficiency Mimicking Thrombophlebitis in Postoperative and 
Postpartum Period. B. Eiseman.—p. 863. 

Effect of Sympathectomy on Experimental Frostbite in Dog. J. H. Kay, 
T. S. Harrison and G. D. Zuidema.—p. 867. 

Effect of N-Allylnormorphine on Choledochal Sphincter Action. H. Scha- 
piro and J. M. Beal.—p. 870. 

Influence of Inanition on Utilization of Low Caloric-Amino Acid Mixture 
Given Intravenously. M. D. Pareira, E. J. Conrad and R. Elman. 
—p. 874. 

Control of Pain Following Hemorrhoidectomy. W. H. Gerwig Jr., 
S. Alpert, C. S. Coakley and B. Blades.—p. 880. 

Leiomyosarcoma of Small Intestine. C. B. Ripstein and G. W. Flint. 
—p. 882. 

Use of Roux-en-Y Ileal Ureteral Anastomosis for Reimplantation of Bi- 
lateral Cutaneous Ureterostomies to an Ileal Pouch. F. J. Rack, F. 
Simeone and H. Trattner.—p. 886. 


Gastrointestinal Ulcerations Complicating Burns.—According 
to Weigel and his associates, 600 patients with burns have been 
hospitalized at the Burn Study Section of the Surgical Research 
Unit, Brooke Army Medical Center, since 1949. Of the 20 
patients who died, 5 had proved gastrointestinal ulcerations. In 
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the first of the five patients, rectal bleeding, occurring on th, 
10th day after the burn was the first sign of gastrointesting 
ulceration. Autopsy revealed four acute ulcers of the intesting 
tract, the largest of which was in the posterior aspect of th 
duodenum and had eroded into the pancreaticoduodenal artery 
In retrospect, it appears that surgical intervention to contro} 
the hemorrhage should have been carried out when the secong 
hemorrhage occurred. In the second patient, bleeding from the 
gastrointestinal tract occurred 48 days after the burn. Seven 
days later the ulcerative lesions in the stomach perforated, ang 
the patient died because of overwhelming peritonitis. In the 
third patient, the exact cause of death could not be determined 
but the large, acute ulcer on the posterior aspect of the duo. 
denum was directly over the pancreaticoduodenal artery, Aj. 
though this ulcer did not produce any signs or symptoms, it 
could have caused hemorrhage if the patient had lived longe;. 
The fourth patient had a very extensive burn complicated by 
acute bacterial endocarditis. Although he died on the sixth day 
after the burn, acute ulceration of the stomach and duodenum 
were noted at autopsy. The fifth patient died on the fourth day 
after being burned. Autopsy findings did not explain the cayse 
of death. Several small ulcerations were seen in the duodenum 
and ileum, but these lesions did not cause any symptoms. The 
authors also present pertinent clinical and pathological obser. 
vations derived from a review of 17 cases of gastrointestinal 
ulcerations following burns reported in the literature since 1942, 
Surveying all 22 cases, the authors say that the predominant 
manifestation of the ulceration was hemorrhage in 10 and 
perforation in 7; in the 5 other patients, there were no symp- 
toms of gastrointestinal ulceration, the ulcerative lesions being 
incidental findings at autopsy. Most patients who had ulcerative 
lesions of the gastrointestinal tract after burns did not show 
any signs or symptoms of the lesion until hemorrhage or per- 
foration occurred. An emergency operation may be indicated 
when a massive gastrointestinal hemorrhage occurs after burns, 


Duplication of Colon, Bladder, and Urethra.—The boy whose 
case is presented was referred to the Johns Hopkins Hospital 
because of a deformity of the penis and because of life-long 
abdominal distention. From the time the child was 3 or 4 weeks 
old until the summer of 1948, when he was little more than 4 
years old, he never had a bowel movement except with an 
enema, and he was almost constantly distended. In a series of 
operations, the first of which was performed in November, 
1948, in the belief that the boy had Hirschsprung’s disease, (con- 
genital megacolon), complete doubling of the colon, bladder, 
and urethra was discovered. The entire colonic duplication was 
removed, the vesical septum was excised, and one urethra was 
divided. A hydroureter and atrophic kidney were removed. 
The patient is left with one colon, one kidney, one bladder, 
and one functioning urethra. He appears entirely well. This 
type of anomaly, probably representing an incomplete caudal 
twinning, is to be differentiated from the cystic structures now 
generally known as duplications and formerly called enteric 
cysts or enterocystomas. Eighteen other similar cases of true 
duplication of the colon are reviewed. The mortality of the 
condition is high, even in the absence of other and graver 
defects. The duplication generally ends blindly or connects 
with a small and inadequate fistula. Intestinal obstruction is the 
chief symptom and requires early relief either by excision ot 
the duplication or by anastomosis of its lower end into the 
normal rectum or sigmoid. Associated anomalies of the genito- 
urinary tract are extremely common and should be searched 
for, since operative correction may be required. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
61:623-678 (Nov.) 1953 


Sites of Metastasis in Carcinoma of Cervix. R. R. de Alvarez.—p. 623. 

Contracted Midpelvis. S. Hanson.—p. 628. 

Factors in Decreasing Morbidity in Prostatectomy Patients. C. D. Good: 
hope.—p. 630. 

Efocaine: Complications Following Its Use. D. C. Moore.—p. 635. 

Achalasia of Esophagus: Recent Experiences in Its Treatment by Extra 
mucuous Esophagocardiomyotomy. O. F. Grimes, H. B. Stephens and 
H. G. Bell.—p. 639. 

Hyperparathyroidism. L. D. Heaton and R. Cohn.—p. 651. 

Vas Deferens Anastomosis: Review of Literature and Report of Three 
Consecutive Successful Cases. R. H. Humphreys.—p. 658. 

New Uterine Retractor. J. Schwartz.—p. 661. 
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Acta Paediatrica, Stockholm 


42:179-286 (May) 1953. Partial Index 


*Guillain-Barré Syndrome Associated with Poliomyelitis in Newborn. 
B. Hagberg and G. Herlitz—p. 179. 

Herpes Simplex: Study of Complement-Fixing Antibodies at Different 
Ages. A. Holzei, G. V. Feldman, J. O’H. Tobin and J. Harper.—p. 206. 

Diarrhea in Infants and Its Relation to Certain Type of Colibacteria. 
M. R. H. Stoppelman and A. B. J. van der Plaats.—p. 215. 

Celiac Disease: IV. An Investigation Into Injurious Constituents of 
Wheat in Connection with Their Action on Patients with Celiac Dis- 
ease. J. H. van de Kamer, H. A. Weijers and W. K. Dicke.—p. 223. 

Problem of Edema in Infantile Malnutrition. E. Kerpel-Fronius and 
F. Varga.—p. 256. 

Anemia Hypoplastica Congenita (Anemia Typus Josephs-Diamond-Black- 
fan): Report of Case Treated with Adrenocorticotropin with Effect. 
A. Kass and A. Sundal.—p. 265. 

Case of Reticulo-Endotheliosis with Unusual Course. S. Térnqvist. 
—p. 274, 

Use of Hyaluronidase in Scleroderma. U. Claesson and B. Lindquist. 


—p. 278. 


Guillain-Barré Syndrome and Poliomyelitis in Newborn.—Two 
infants, 10 and 8 days old, respectively, born during separate 
outbreaks of poliomyelitis, presented the Guillain-Barré syn- 
drome apparently associated with poliomyelitis. Guillain-Barré 
syndrome, hitherto unreported in the newborn, is believed to 
be caused by a late neurogenic reaction to a variety of differ- 
ent allergens. It has been observed after infections, vaccina- 
tions, serum injections, and intoxications. A presumptive diag- 
nosis of poliomyelitis is common in cases of Guillain-Barré 
syndrome, and the differential diagnosis may be difficult, espe- 
cially when both conditions are prevalent. Infants with polio- 
myelitis who are less than 2 weeks old almost always *present 
general flaccidity and tetraplegia, and albuminocytologic dis- 
sociation is commonly found in the cerebrospinal fluid. The 
mother of the first of these patients had typical poliomyelitis, 
which began on the day of delivery and progressed until both 
legs, the entire right arm, the abdominal muscles, and the 
back became paralyzed. Partial recovery followed, but six 
months later she still had severe paralysis of the dorsal muscles 
with scoliosis, The child appeared healthy at birth but 10 
days later was limp and apathetic. He had no fever, but the 
paralysis became progressively more extensive until, in addi- 
tion to the extremities, the abdominal, dorsal, and cervical 
muscles were involved. Recovery thereafter was fairly rapid, 
and follow-up when the patient was 2 years old showed no 
sequelae. It is reasonable to assume that the child’s disease 
was associated with that of his mother in this case, but the 
manner in which the poliomyelitis virus gave rise to the poly- 
radicular reaction is open to question. Did the boy actually 
have atypical poliomyelitis, or was his illness merely an un- 
specific neuroallergic response to the maternal infection? The 
second child presented an almost identical clinical picture in 
the beginning, but his recovery was only partial and paralyses 
characteristic of poliomyelitis were still present at the age of 
8 months. The final diagnosis in this case, in which there was 
no history of contact with poliomyelitis although an outbreak 
of the disease was in progress, was Guillain-Barré syndrome 
following poliomyelitis during the first week of life. 


Annales de Médecine, Paris 
54:457-548 (No. 6) 1954 


‘Histopathological Observations in Two Closely Related Forms of 
Hepatitis: Infectious Hepatitis and Infectious Mononucleosis. F. Béna- 
zet, R. Sohier and R. Fontanges.—p. 457. 

On a Myelomatous Kidney. R. Poinso, H. Payan and S, Allais.—p. 483. 

Investigations of Blood Sedimentation. Role of Anticoagulants and 
Corpuscular Volume, S. Lewi.—p. 498. 

Manifestations of Pyruvism in Nervous System. N. Dobrovolskaia- 
Zavadskaia.—p. 525. 


Infectious Hepatitis and Infectious Mononucleosis.—Puncture 
biopsy of the liver facilitates the differential diagnosis of in- 
fectious hepatitis and infectious mononucleosis in their early 
Stages, before regression of the parenchymal lesions character- 
istic of infectious hepatitis. Both conditions produce similar 
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mesenchymal changes in the liver, but parenchymal lesions, 
which are always found in infectious hepatitis, may be slight 
or even nonexistent in infectious mononucleosis. Histological 
study of liver specimens obtained by puncture biopsy from 37 
patients (14 with epidemic hepatitis, 14 with sporadic hepatitis, 
most of whom became ill during a period of epidemic, and 
9 with infectious mononucleosis) showed both the similarities 
and the dissimilarities existing between these two viral dis- 
eases. Inflammatory histiolymphocytic infiltration of the portal 
spaces and the capillaries, plainly discernible in both conditions, 
was much more pronounced in infectious mononucleosis, 
frequently resulting in the formation of inflammatory nodules 
scattered throughout the lobule. The characteristic parenchymal 
lesions found in infectious hepatitis consist of necrotic foci, 
often localized in the center of the lobule, which usually 
regress completely within 15 or 20 days after the onset of 
jaundice. Minor differences may still be seen in specimens 
obtained during the later stages of these diseases, but their 
diagnostic value is chiefly presumptive, whereas the histo- 
logical findings of the first 10 or 15 days establish the diag- 
nosis with virtual certainty. The information derived from 
puncture biopsy is especially useful in atypical forms of in- 
fectious hepatitis and infectious mononucleosis in which clini- 
cal signs and laboratory tests may be inconclusive. 


Archiv fiir Geschwulstforschung, Leipzig 
5:301-424 (No. 4) 1953. Partial Index 


Late Relapses and Late Metastases After Genital Carcinomas in Women. 
H. SchmGlling.—p. 301. 

*100 Years’ of Statistics on Pulmonary Cancer of the Pathologic Institute 
of Dresden-Friedrichstadt. H. Grosse.—p. 318. 

Statistics on Carcinoma: Autopsies from 1920 to 1951. W. Werner. 
—p. 334. 

Carcinoma of Uterine Cervix and Pregnancy During the Decade 1936 to 
1945. H. Schrimpf.—p. 351. 


Cancer of Lung: 100 Years’ Statistics.—Grosse states that the 
autopsy records of the Pathologic Institute of the city hospital 
in Dresden-Friedrichstadt made it possible to compute sta- 
tistics on pulmonary cancer over an entire century, that is 
from 1852 to 1951 inclusive. During this century a total of 
78,979 autopsies were performed on adults over 20 years of 
age, 43,313 on men and 35,666 on women. A total of 10,746 
cancers were found, and 1,206 were pulmonary cancers (1,030 
in men and 176 in women). The 43,313 men had 5,461 cancers 
of which 1,030 were pulmonary; and the 35,666 women had 
5,303 cancers of which 176 were pulmonary. Since pulmonary 
cancer is much more frequent in men than in women, the 
percentage should be computed separately for both sexes, and 
the over-all percentage of pulmonary cancers should be com- 
puted as the arithmetical mean of the percentages for men 
and for women. The incidence of cancer in general has in- 
creased from 1852 to 1951, largely as the result of the pro- 
gressive increase in the older age groups. Among men the 
increase in cancer in the course of the century has been from 
4.7% to 15.5%, in women from 12.6% to 16.5%. The pul- 
monary cancers have increased in men from 0.3 to 5.66% 
of all autopsies or from 6.6% to 35.5% of the total number 
of cancers in the autopsy material. Since the incidence of 
cancer in men has increased in the course of the century 3.3 
times and the incidence of pulmonary cancer 18 times, the in- 
crease in pulmonary cancer was real and not merely due to 
the increase in the aged groups. Among women the statistics 
do not indicate a definite increase in pulmonary cancers. The 
sex ratio of pulmonary cancer shifted in the course of the 
century from 1:1 to 6.6:1. During the last decade pulmonary 
cancer has become more frequent than gastric cancer in Dres- 
den. Of 11,591 cases of pulmonary cancer reported in the 
literature those on the right side predominated over those on 
the left side in a ratio of 127:100. The pulmonary cancers 
diagnosed during life have increased since 1930 from 35.5% 
to 72.8%. Pulmonary cancer is found in all occupations as 
was indicated in 600 case records, in which the occupation 
was stated; however, there seemed to be a slightly higher in- 
cidence in occupations involving exposure to dusts. 
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Archivio Italiano di Derm., Sif. e Vener., Bologna 


25:397-488 (No. 6) 1952-1953. Partial Index 


*Clinical and Histological Changes of Skin Epithelioma After Local 
Injections of Estrogens. A. Agostini.—p. 397. 

Scleroderma and Plasma Protein Alteration. A. Longhi.—p. 435. 

Cocarboxylase in Treatment of Herpes Zoster. A. Bottoli.—p. 453. 


Local Injection of Estrogens in Skin Epitheliomas.—Water- 
soluble estrogens (stilbene) injected locally in 21 instances of 
skin epithelioma produced a clinical improvement, inhibited 
the development of the neoplasm, and caused it to regress to 
an earlier stage of its proliferative course. Generally from 12 
to 15 injections were given in each case every other day or 
every two days. A biopsy specimen taken from the center of 
the ulceration before therapy was compared with another speci- 
men of the same volume and form taken parallel and contigu- 
ous to the first after the treatment was discontinued. The 
connective stroma was improved and the estrogens influenced 
indirectly the process of reepithelization. The improvement 
was limited to the epithelium-connective tissue relationships 
and did not affect the neoplasm itself. There was a marked 
qualitative modification in the connective tissue but not in 
the cells of the epithelioma; there were changes in the histo- 
pathological substratum with a marked quantitative decrease 
of cells. The epithelioma never disappeared entirely since the 
estrogens inhibited the growth of the tumor only. If this in- 
hibiting property will be confirmed by other workers, it will 
prove that the action of the estrogens does not attack the 
malignancy in its essence but only influences indirectly some 
circumscribed sector of the pathogenetic mechanism of the 
neoplastic development. The main action of the estrogen in 
these cases consisted in an indirect stimulation of the connec- 
tive tissue or better of the coilagen to hyperplasia. It also 
influenced the interfibrillary substances with complex bio- 
chemical mechanisms. Two factors are noteworthy: the thera- 
peutic efficacy of estrogens on neoplasms other than the sexual 
ones and the local administration of them. They seem to 
indicate that (1) the activity of the sexual hormones against 
cancer is to be attributed to some pharmacological properties 
independent of their estrogenic property and (2) that the estro- 
gens act on the tissues directly and not through complex 
mechanisms in which other humoral factors intervene. 


Archivos Médicos Panamenos, Panama 
2:133-202 (July, Aug., and Sept.) 1953. Partial Index 
Diphtheric Laryngitis: Importance of Endoscopic Aspiration in Treat- 
ment. A. Roy.—p. 133. 
*Kerosene Poisoning in Children. P. V. Nijfiez.—p. 141. 
Adenoma of Liver. Case. T. G. Guardia.—p. 153. 


Kerosene Poisoning in Children.—People of moderate means 
in Panama and in certain countries of Central America use 
kerosene freely as a fuel in kitchen stoves and in lamps. Kero- 
sene poisoning in children is more frequent than believed. It 
is caused by ingestion of kerosene from containers that are 
left within the reach of children by careless adults. In the 
emergency dispensary of the Hospital Santo Tomas of Panama, 
382 cases of kerosene poisoning in children were observed 
from 1941 to 1953. The majority of the victims were between 
the ages of 1 and 2 years. The quantity of kerosene that 
the child ingested was not definitely ascertained. The children 
had medical attention at the dispensary between a few and 
several hours after the accident. The cases were classified 
according to the Steiner’s classification as follows. The first 
type includes cases of acute toxicity with depression of the 
central nervous system, lethargy and sometimes coma, pul- 
monary symptoms indicating either a minimal or no pulmonary 
lesion, and quick recovery of the patients within 24 or 48 
hours after the accident. The second type includes cases of 
acute pneumonia, hyperpyrexia and symptoms for several days. 
The third type includes patients with acute pneumonia and 
degeneration of the myocardium, the kidney, and the gastro- 
intestinal tract. In the group of patients observed by the 
author, 242 belonged to the first type, 129 to the second, and 
11 to the third. Roentgen examinations were carried out in 
123 patients. The bronchopulmonary lesions observed were 
bronchitis, bilateral pneumonia, pneumonia in the right cardio- 
phrenic angle, basal pneumonia at the right or the left base, 
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pneumonia at the right upper lobe or at the left middle thirg 
of the lung, pleurisy on the left side, and basal pleurisy op 
the right. The treatment consisted of gastric lavage with a 
4% sodium bicarbonate solution, drugs stimulating the neryoys 
system, oxygen, antibiotics, and chemical compounds The 
time of hospitalization varied between a minimum of 2? days 
and a maximum of 26 days for the three different types. Seven 
patients died. A necropsy was performed in four cases. The 
lesions found were extensive bilateral pneumonia in one Case 
toxic punctiform hemorrhagic gastritis in another case. and 
pneumonia with acute gastritis in two cases. The autho: urges 
an educational campaign through the press and the radio to 
show the people the danger of kerosene poisoning in children 
and the need of care in preventing the accident. 


Australian and New Zealand J. Surgery, Sydney 
23:81-160 (Nov.) 1953. Partial Index 


Adrenocortical Tumours. K. B. Fraser.—p. 81. 

Blood Supply of Thyroid Gland: I. Normal Gland. N. Johnson.—p. 95, 

Adenomatoid Tumour of Epididymis. D. B. Duffy.—p. 107. 

Treatment of Internal Haemorrhoids. E. S. R. Hughes.—p. 116. 

Case of Cerebral Abscess Following Minor Head Injury. K. G. Jamieson, 
—p. 127. 

Some Aspects of Surgical Treatment of Open Hand Injuries. S. Barclay. 
—p. 131. : 

Scope and Indications for Abdomino-Vaginal Resection of Rectum. 
W. L. Keller.—p. 139. 

Fibrositis Ossificans Progressiva. R. Webb.—p. 141. 

*Carcinoma of Extrahepatic Bile Ducts. W. B. Fleming.—p. 148. 

Inadvertent Gastro-Ileostomy in Presence of Left-Sided Caecum. E. M. 
Fisher.—p. 156. 


Carcinoma of Extrahepatic Bile Ducts——Fleming believes that 
it is not generally realized that carcinoma of the extrahepatic 
bile ducts occurs oftener than carcinoma of the gallbladder. 
He collected from the records of four hospitals in Melbourne, 
during the 20 year period from 1933 to 1952, inclusive, 130 
patients with carcinoma of the extrahepatic bile ducts. Histo- 
logical proof was available in 102 cases, and these are the basis 
of this study. There were three distinct patterns of growth: 1. 
Eighty-six cases showed a diffuse infiltrating growth, involving 
long sections of duct, in places converting it into a rigid tube 
resembling a “leather-bottle stomach,” but usually with oblitera- 
tion of the lumen and formation of a bulky, stony, hard mass, 
2. In seven cases, a stricture that could be compared with a 
“ring” carcinoma of the colon was found. 3. In five cases, a 
fleshy, fungating growth projected into the lumen of the duct 
with little involvement of the wall or extension beyond it. The 
macroscopic appearance was not described in four cases. The 
predominant histological patterns were columnar cell adeno- 
carcinoma, papillary adenocarcinoma, small duct type lined 
with cuboidal epithelium, spheroidal cell carcinoma, columnar 
cell carcinoma, and anaplastic carcinoma, There were 51 in- 
stances of lymph node metastases and/or distant metastases in 
other organs. Lymph node metastases involved mostly those 
around the head of the pancreas, those in the porta hepatis, the 
cystic gland, and the upper preaortic group. Spread to the liver 
occurred in 25, to the lung in 10, and to the adrenal glands in 
2 cases. The gallbladder was not enlarged in any case of hepatic 
duct carcinoma and in only 9 of 30 cases of tumor in the triple 
junction region, but there was an enlarged gallbladder in 28 of 
42 carcinomas of the common bile duct and in 10 of the 12 
ampullary carcinomas. Gallstones were or had been present in 
nearly half of the cases, in one-quarter of the male patients 
and in three-quarters of the female patients. Textbooks state 
that the onset of this type of carcinoma is that of a progressive, 
painless jaundice, often preceded by malaise and accompanied 
by loss of weight. Such a history was elicited from only 38 of 
the 102 patients. Biliary colic occurred in 18 and pain under 
the right costal margin or in the epigastrium in the remainder. 
This pain suggested calculous obstruction of the common bile 
duct so that the true nature of the lesion was rarely suspected 
prior to laparotomy. The age of patients with bile duct carci- 
noma is somewhat higher than that of patients with carcinoma 
of the gallbladder. The surgical treatment of bile duct tumors 
is difficult, because the parts are small and the tumors occur in 
regions where even slight infiltration will involve important 
structures and make removal difficult. Nearly half of the pa- 
tients die within the first two weeks after operation. 
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British Medical Journal, London 


2:1283-1334 (Dec. 12) 1953 


Vital Statistics and the Doctor. R. Brain.—p. 1283. 

sampling in Medical Research. C. White.—p. 1284. 

Adrenal Pseudohermaphroditism. L. R. Broster, J. Patterson and B. Cam- 
ber.—P- 1288. 

Porphyria. G. Dean.—p. 1291. 

Intra-Arterial Transfusion. J. A. G. Horton, J. S. Inkster, A. Mackenzie 
and BE. A. Pask.—p. 1294, 

*Laboratory Aspects of Combined Antibiotic Treatment. S. D. Elek, 
G. R. F. Hilson and P. Jewell.—p. 1298. 

Clinical Trial of Methimazole in Treatment of Thyrotoxicosis. L. A. G. 
Dav idson.—p. 1300. 

Treatment of Irreducible Intussusception. J. D. T. Jones.—p. 1304. 

The Accident-Prone in General Practice. R. M. McGregor.—p. 1306. 

Effect of Leucotomy in Initiating Normal Menstrual Cycle at Age 36. 
J. T. Hutchinson.—p. 1309. 


Laboratory Aspects of Combined Antibiotic Treatment.—The 
investigations described by Elek and associates are concerned 
with the lethal action of combinations of antibiotics. The 
method used consists of a transfer of organisms from the sur- 
face of the original medium containing antibiotics to the sur- 
face of a fresh medium free from drugs. The transfer is made 
in much the same way that a rubber stamp transfers ink from 
a pad to a piece of paper. The stamp consists of a cylindrical 
block of wood with velvet glued to one surface. Disks (6 mm. 
in diameter) were cut out of blotting paper with a punch. The 
concentrations of the antibiotics used were penicillin G, 500 
units per milliliter, except for enterococci, when a concentra- 
tion of 50,000 units per milliliter was used; streptomycin, 1,000 
meg. per milliliter; chloramphenicol, 5,000 mcg. per milliliter; 
and chlortetracycline (Aureomycin), 12,500 mcg. per milliliter. 
An agar plate was flooded with a young broth culture that was 
just faintly turbid and provided the smallest inoculum capable 
of producing a confluent growth. The test for antagonism was 
set up as follows. Three equidistant points were chosen on the 
inoculated plate. The first received a disk saturated evenly with 
antibiotic A, the second received a disk similarly treated with 
antibiotic B, while on the third point two similar disks (A and 
B) were superimposed. Synergism was tested by placing two 
disks close enough together to produce overlapping of their 
zones of inhibition. After 18 to 24 hours of incubation at 37 C, 
the appearances caused by inhibition of growth were noted. A 
velvet stamp, previously sterilized by autoclaving, was then 
pressed evenly on the surface of the plate (the “primary” plate) 
and then pressed similarly on the surface of a sterile plate (the 
“replica” plate) that was incubated overnight. A total of 65 
strains of common pathogens were tested with three pairs of 
antibiotics—penicillin with chloramphenicol, penicillin with 
chlortetracycline, and streptomycin with chloramphenicol. The 
organisms consisted of 28 strains of Micrococcus (Staphylo- 
coccus) pyogenes from human lesions, 17 strains of Bacterium 
coli from urinary infections, 10 strains of enterococci from 
cases of subacute bacterial endocarditis, and 10 strains of hemo- 
lytic streptococci. Penicillin with either chloramphenicol or 
chlortetracycline generally showed antagonism. Streptomycin 
with chloramphenicol was synergistic. These results refer to 
interaction after 18 to 24 hours. The only exceptions to these 
findings were that no interaction occurred. 


Chinese Medical Journal, Peking 


71:321-398 (Sept.-Oct.) 1953. Partial Index 


Effects of War on Health of People. F. Shih-Shan.—p. 321. 

Simplified Antigen for Kala-Azar Complement Fixation Test with 
Observations in 742 Cases. W. Hsin-Chih, C. Huei-Lan, H. Tsung- 
Ch’ang and H. Lien-Yin.—p. 328. 

*Acute Perforation of Gastric and Duodenal Ulcers: Analysis of 100 
Consecutive Cases and Discussion on Choice of Treatment. B. P. Phou, 
Y. H. Sheh, T. Y. Kou and Y. T. Lin.—p. 343. 

Clinical Study on Acute Infectious Hepatitis in Peking. C. Hsioh-Teh, 
C. Fu-Hsi and L. Chi-Ch’ang.—p. 359. 

Preparation and Clinical Use of Pertussis Immune Serum. K. Chung, 
C. H. Liu and C. S. Hsiang.—p. 371. 


Perforation of Gastric and Duodenal Ulcers.—Phou and asso- 
Ciates review observations on 100 consecutive patients with 
acute perforated peptic ulcer admitted to their hospital in the 
four years from August, 1948, to September, 1952. Since 
47,500 patients were admitted during this period, the incidence 
of perforated ulcers was 0.21% of the total and 5.2% of the 
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1,917 operations for abdominal emergencies. The ages of the 
patients ranged between 16 and 72 years, but 62, or nearly 
two-thirds, were between 20 and 40. Although many reports 
indicate a male to female ratio of 10:1 in perforated peptic 
ulcers, the 100 cases reviewed here included 17 women, that is, 
the sex ratio was 4.9:1. There were no decided seasonal fluctua- 
tions. A typical history of peptic ulcer was found in 67 of the 
patients; 21 others had a history of gastric pain and dyspepsia, 
which, however, was not typical of ulcer; and 12 had no gastric 
symptoms. The ulcer was located at the duodenal bulb in 54 
cases, in the prepyloric region in 34 cases, in the lesser curva- 
ture in 10 cases. In two of five conservatively treated patients 
the exact location was not ascertained. Of the 95 surgically 
treated patients, 67 were subjected to gastrectomy and 28 to 
suture. The mortality was not higher with gastrectomy than 
with suture, and the late results were much better after gas- 
trectomy. Since literature reports likewise indicate the superi- 
ority of resection over suture, the authors recommend a 
wider use of gastrectomy. Listing the indications for either type 
of intervention, they stress the advisability of gastrectomy par- 
ticularly for prepyloric or duodenal ulcers, for recurrent perfor- 
ation, for those with recent hemorrhage, with multiple ulcers, 
with pyloric stenosis, and for those in whom strict medical 
treatment has proved ineffective. 


Deutsche medizinische Wochenschrift, Stuttgart 


78:1723-1754 (Dec. 11) 1953. Partial Index 


*Artificial Hibernation in Psychiatry; Preliminary Report. K. Kolle and 
M. Mikorey.—p. 1723. 

*Technique of Treatment by Artificial Hibernation. G. Brehmer and K.-T. 
Ruckdeschel.—p. 1724. 

Treatment of Massive Hemorrhage Associated with Peptic Ulcers. 
L. Zukschwerdt, W. Hahn and I. Petersen.—p. 1725. 

Therapy of Advanced Carcinoma of Genitals. H. Mittelstrass.—p. 1729. 


Artificial Hibernation in Psychiatry.—A preliminary report is 
presented from the Department of Nervous Diseases at the 
University of Munich on the use of Megaphen, a proprietary 
derivative of phenothiazine, for the therapeutic induction of 
artificial hibernation in 55 patients with endogenous psychoses 
(32 with schizophrenia and 23 with cyclothymic conditions) 
and in 16 patients with vomiting associated with increased 
intracranial pressure, diabetes insipidus, dazed condition, post- 
encephalitic obsessive syndrome, delirium tremens, and drug 
addiction, respectively. Satisfactory results were obtained in 
one-third of the patients with endogenous psychoses; results 
were particularly gratifying in manic patients, but chronic pa- 
tients and those with silent catatonia or retarded depression 
also showed a good response. Megaphen proved particularly 
effective in patients with delirium tremens and in drug addicts. 
The authors caution against ambulatory treatment with Mega- 
phen because of the occurrence of various complications. They 
feel justified in stating that for many patients the method of 
chemotherapeutic damping of the disturbed organism seems to 
be more promising, sparing, and biological than the rough 
method of electroshock. 


Technique of Artificial Hibernation.—Brehmer and Ruckdeschel 
describe the technique of therapy with Megaphen (a proprietary 
derivative of phenothiazine), in psychotic patients. In the be- 
ginning, patients were given three daily injections of 50 mg. of 
Megaphen each, and occasionally an additional injection of 
Atosil, a proprietary preparation of N-(2’-dimethyl-2’-methyl)- 
ethylphenothiazine hydrochloride. Because of the occurrence of 
painful infiltration at the area of the injection, 1 cc. of a 1% 
solution of procaine hydrochloride was added to the Megaphen. 
Later, the injections of Megaphen were replaced by the oral 
administration of Megaphen tablets. One tablet contains 25 mg. 
of Megaphen; the daily dose of the drug varied from three 
tablets given three times daily to four tablets given five times 
daily; the latter dose was used in patients with severe motor 
unrest. Occasionally, particularly in manic patients, in those 
with alcoholic delirium and during the first days of withdrawal 
therapy in drug addicts, additional small amounts of barbi- 
turates or meperidine hydrochloride were given. Combined or 
alternate treatment with pentylenetetrazol shock or electroshock 
proved possible and occasionally beneficial. Stabilization of the 
autonomous nervous system was not always obtained with 
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Megaphen and Atosil; on the contrary, considerable lability was 
frequently observed in the autonomic nervous system. Tachy- 
cardia, gastrointestinal disturbances, and hyperthermia occurred 
without demonstrable cause. Paralytic ileus occurred in a manic 
patient. A depressive patient, who had suffered cardiac infarc- 
tion before the institution of Megaphen therapy, was suspected 
of having another infarct in the course of this treatment. Fatal 
pulmonary embolism occurred in a patient who had been 
stuporous for many weeks preceding Megaphen treatment and 
who was getting out of bed against advice. Collapse was harm- 
less in patients who were in bed. Mild secondary anemia oc- 
curred in several patients after continued treatment with Mega- 
phen for many weeks, but responded rapidly to vitamin Bw. 
Cutaneous allergic manifestations, particularly in female pa- 
tients, were observed occasionally. Delirium similar to alcoholic 
delirium occurred in three patients but subsided within a few 
days after the dose of Megaphen had been reduced, Tremor 
without delirium occurred in an endogenous-depressive woman 
after treatment with relatively high doses of Megaphen com- 
bined with Atosil for several weeks. Weltmann’s coagulation 
column was mildly increased in this patient, while bilirubin 
values were normal. 


Journal of Clinical Pathology, London 
6:253-338 (Nov.) 1953. Partial Index 


Proven Case of Congenital Toxoplasmosis. J. C. Valentine, W. F. Lane, 
C. P. Beattie and J. K. A. Beverley.—p. 253. 

Slide Culture as Means of Appra’sing Streptomycin Sensitivity of 
Tubercle Bacilli in Sputum. P. J. Collard and P. G. Mann.—p. 266. 
Development of Fluorescence Microscopy for Tubercle Bacilli and Its 

Use as an Adjunct to Histological Routine. D. M. McClure.—p. 273. 

Determination of Calcium in B:ological Fluids by Flame Photometry. 
F. J. N. Powell.—p. 286. 

New Liver Function Turb:dity Test. H. N. Antoniades.—p. 290. 

*Heparin and Adrenal Cortex. J. V. Garrett.—p. 294. 

Aneurysms of Ascending Aorta Due to Medial Degeneration Associated 
with Arachnodactyly (Marfan’s Disease). J. C. Sloper and G. Storey. 
—p. 299. 

Incidence and Significance of Iron-Containing Granules in Human Eryth- 
rocytes and Their Precursors. A. S. Douglas and J. V. Dacie.—p. 307. 

Species Specificity in Inhib:tion of Antiglobulin Sera: Technique for 
Identification of Human and Animal Bloods. A. C. Allison and J. A. 
Morton.—p. 314. 

*Observations on Cases of Thrombocytopenic Purpura Due to Quinine, 
Sulphamezathine, and Quinidine. F. G. Bolton and R. V. Young. 
—p. 320. 


Heparin and the Adrenal Cortex.—The occasional occurrence 
of thrombosis after operation has stimulated attempts to demon- 
strate an increased coagulability of the blood in the post- 
operative period. Crafoord, in the course of an investigation 
into the prevention of postoperative thrombosis by heparin, 
noted that heparin had less effect in prolonging the clotting 
time in the first 48 hours after operation than in normal per- 
sons or in the later postoperative period. At Garrett’s clinic 
in Sheffield the coagulability of the blood after operation was 
investigated in 29 patients by means of a heparin clotting test, 
and an attempt was made to relate the changes observed to 
the increased activity of the adrenal cortex occurring as a result 
of the stress of operation. Statistically significant evidence was 
produced for a lessening of the effect of heparin on the plasma 
clotting time in the first 48 hours after operation. Similar 
effects were shown to occur after insulin coma and electro- 
convulsion therapy. These changes occur at approximately the 
same time as the fall in the eosinophil count and are assumed 
to be due to increased adrenocortical hormone production. 
Patients receiving corticotropin may show similar changes, and 
there is a danger that corticotropin and cortisone treatment 
may be complicated by thrombosis that is resistant to anti- 
coagulant therapy. 





Thrombocytopenic Purpura Due to Drugs.—Bolton and Young 
point out that toxic purpura occurring in persons who have 
previously been sensitized by taking drugs often manifests it- 
self in,a few hours. Thrombocytopenia that may accompany 
this type of purpura can also occur in a very short time. If 
the natural life span of platelets is about five days, then this 
rapid onset of thrombocytopenia seems to indicate a peripheral 
destruction of platelets rather than a central failure of pro- 
duction. Some investigators found that a plasma factor was 
necessary for this agglutination or lysis of platelets. The 
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authors present the histories of three patients with thrombo. 
cytopenic purpura that appeared to be related etiologically 
to sensitization by quinine, sulfamethazine, and quinidine. The 
addition of the offending drug to platelet rich plasma from 
each of these three patients readily caused platelet aggluting. 
a and lysis in two and platelet agglutination Only in the 
third. 


Lancet, London 
2:1163-1218 (Dec. 5) 1953 


*Antibiotic and Chemotherapeutic Agents in Treatment of Infantile 
Diarrhoea and Vomiting. R. H. Dobbs, M. B. Alexander, N. B. Capon 
and others.—p. 1163. 

*Gastric Aspiration in Haematemesis. G. N. Chandler and G. Watkinson 
—p. 1170. 

Lactation and Fluid Intake. R. S. Illingworth and B. Kilpatrick. — Pp. 1175 

Intensified Electroconvulsant Therapy: Review of Five Years’ Experience 
R. J. Russell, L. G. M. Page and R. L. Jillett.—p. 1177. 

Fumagillin in Amoebiasis. R. Elsdon-Dew, A. J. Wilmot and T. 6. 
Armstrong.—p. 1180. 

Acute Salt Depletion Associated with Nephrotic Syndrome Developing 
During Treatment with Mercurial Diuretic. J. R. K. Preedy and D. § 
Russell.—p. 1181. 

Sputum Disposal in Home. F. J. Baker.—p. 1184. 

Disposal of Tuberculous Sputum in Home: New Method. P. Stradling 
—p. 1185. 

Mercurial Poisoning in Early Childhood. H. G. Farquhar.—p. 1186, 

Simple Oesophageal Cast. I. McL. Baird and H. Cohen.—p. 1187. 

Dissecting Aneurysm of Aorta: Recovery After Treatment with Hexa 
methonium. D. A. Pyke.—p. 1189. 


2:1219-1272 (Dec. 12) 1953 

The University and Surgery. M. F. A. Woodruff.—p. 1219. 

The Suprapubic Catheter: Method of Treating Urinary Retention. C. G. 
Scorer.—p. 1222. 

Icterus of Brain in the Newborn. A. E. Claireaux, P. G. Cole and G. H 
Lathe.—p. 1226. 

Yeasts in Vag nal Flora: Their Incidence and Importance. S. M. Daw- 
kins, J. M. B. Edwards and R. W. Riddell.—p. 1230. 

Hydrocephalus Associated with Deficiency of Vitamin A. J. W. Millen 
D. H. M. Woollam and G. E. Lamming.—p. 1234. 

Aureomycin-Resistant Staphylococcal Enterocolitis: Report of Two Fatal 
Cases. D. L. Gardner.—p. 1236. 

Amino-Acid Composition of Eight Dermatophyte Fungi. P. J. Hare. 
—p. 1238. 

Localised Pretibial Myxoedema Treated with Cortisone. R. S. M. D. Inch 
and C. F. Rolland.—p. 1239. 

Corticotrophin Treatment in Polyneuritis with Periarteritis Nodosa. L. A 
Liversedge and H. M. Leather.—p. 1241. 

Mouth-Piece for Use with Pneumoflator in Respiratory Paralysis. R. A. 
Beaver and R. W. Gilliatt—p. 1243. 


Antibiotic and Chemotherapeutic Agents in Infantile Diarrhea. 
—Controlled trials of chlortetracycline (Aureomycin), chlor- 
amphenicol, and sulfadiazine in the treatment of infantile 
diarrhea and vomiting were made at ten separate centers in 
Great Britain during 1950 to 1952. The trial drugs were ad- 
ministered by mouth in doses of respectively, 75, 75, and 125 
mg. per pound of body weight a day for seven days. A total 
of 1,168 cases (789 mild and 379 severe) was included in 
the analysis of the results. Infants found to have either Sal- 
monella or Shigella infections were excluded from this an- 
alysis. The numbers in the different treatment groups were 
154 treated with chlortetracycline, 415 with chloramphenicol, 
247 with sulfadiazine, and 352 controls. The mean fatality 
rate was 2.8%. Clinical progress after the start of treatment 
was assessed on the following criteria; average duration of 
diarrhea, average time to full clinical recovery, and propor- 
tion of mild cases that became severe. The group treated 
with chlortetracycline progressed more favorably than the 
controls as regards the proportion of mild cases that became 
severe but not as regards the two other criteria. The groups 
treated with chloramphenicol and sulfadiazine progressed more 
favorably than the controls as regards all three criteria. The 
progress of the group treated with sulfadiazine was significantly 
better than that of any other treatment group. It is felt that 
selection of the most appropriate drug for the treatment of 
individual cases of infantile diarrhea and vomiting may become 
possible when more is known of the etiology of the disease. 
The results of the present investigation indicate sulfadiazine 
and chloramphenicol as the drugs of choice, with the bal- 
ance of evidence in favor of sulfadiazine. Their oral adminis- 
tration may be considered as a valuable addition to estab- 
lished methods of treatment. 
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Gastric Aspiration in Hematemesis.—Chandler and Watkinson 
feel that the early recognition of recurrent hemorrhage and 
the accurate identification of the site of bleeding in hemateme- 
jg and melena are of great clinical importance but are also 
peset with difficulties. It was thought that in the acute stages 
of gastroduodenal hemorrhage some abnormality of gastric 
cretion of diagnostic value might be present. For this reason 
+4 hour gastric analysis previously used in the study of peptic 
sicer and achlorhydria was applied to the problem. The 
quthors report here the results of 24 hour gastric analysis in 
105 consecutive and unselected patients admitted, as emer- 
gencies, with hematemesis or melena. They found that early 
hourly gastric aspiration in 105 patients with hematemesis 
yielded valuable information and proved harmless. The bed- 
ide observation Of blood staining in the aspirated specimens 
yas useful because further hemorrhage could be detected 
before other clinical criteria had indicated its presence; its 
absence sometimes aided localization of the ulcer. A study of 
the acidity of aspirated specimens revealed that high nocturnal 
acidity is usual in bleeding chronic duodenal ulcer, that noc- 
yrnal neutralization is commoner in bleeding than in uncom- 
plicated gastric ulcer, and that achlorhydria is observed at 
the time of hemorrhage in acute peptic ulceration, the acid 
often returning after several days’ observation. Achlorhydria 
in the acute stages of gastrointestinal hemorrhage is thought 
to be an added indication for continued medical treatment. 






















Minerva Anestesiologica, Turin 


19:285-312 (Nov.) 1953 


‘physiopathology and Technique of Controlled Hypothermia Combined 
with Administration of Ganglioplegics: Experimental and Clinical 
Studies. E. Ciocatto and A. D. Cattaneo.—p. 285. 

Cryo-Anesthesia in Amputation of Lower Extremities. M. Miglietta, 
L. Parodi and L. Cavalleri.—p. 308. 









New Apparatus for Hypothermia.—The authors designed an 
apparatus to induce hypothermia and restore body temperature 
to normal rapidly, since experiments had shown that the sur- 
vival of animals subjected to hypothermia was in direct pro- 
portion to the velocity with which it was induced and with- 
drawn. The apparatus consists of several units by which and 
through which water from a reservoir is made to circulate 
through a two layer rubber suit composed of a hood, a jacket 
with sleeves (the jacket is made in sections so that either the 
front or back right or left half of the chest can be left un- 
covered), and trousers. The suit is put on the patient, and the 
flow, pressure, temperature, and distribution of the water to 
its various parts are regulated by a pump, a hydraulic valve, 
and several special units. The outflow of the water from the 
suit can also be regulated; as a rule, the authors let it out 
when it reaches a temperature of 0 C. With this apparatus 
the refrigerating water, which is obtained from melted ice, 
is in contact with more than four-fifths of the body surface, 
and the temperature can be lowered to 25 to 27 C in from 
30 to 40 minutes. The initial values can be restored rapidly 
by sending into the suit hot water that is let out when it 
reaches a temperature of 60 C. After numerous experiments 
on guinea pigs and dogs, the authors induced hypothermia 
in 59 patients with neurological and heart diseases. It was 
preceded by administration of ganglioplegics (Fargan and Pen- 
diomid). A temperature of from 28 to 32 C was reached in 
from 30 to 40 minutes with the apparatus, while electro- 
cardiograms were taken every 5 to 10 minutes, and the pulse 
rate, blood pressure, respiration, and rectal temperature were 
checked continuously. Oxygen was administered during the 
operation after which the body temperature was restored to 
35 C in about 30 to 40 minutes; at this point the patient re- 
gained consciousness and reheating was discontinued. The 
initial values were reached in from five to six hours. The post- 
operative course, during which the patients were given a 
sodium carbonate enema because their acidity had been in- 
creased by the intervention, was uneventful. Surgery was per- 
formed in 39 patients with congenital malformations of the 
heart and great vessels; only 1 died of cerebral thrombosis 
6 hours after the intervention. The heart had stopped for 
about 10 minutes in an 11-year-old boy of this group in whom 
4 valvotomy was performed. The circulation was restored by 
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massaging the heart; the boy made a complete recovery; and 
there were no cerebral sequelae. Interventions on three pa- 
tients with acquired malformations of the heart (mitral sten- 
osis) were successful. In one of these a valvotomy was 
performed under direct vision on a bloodless heart after liga- 
tion of the pulmonary artery; the heart was excluded from 
the circulation for about 4 minutes and 47 seconds. Interven- 
tions on patients with involvement of the nervous system 
(gliomas, meningiomas, angioblastomas, and sarcomas) gave 
good results in 15. One patient died of coma and one of 
embolism, 14 and 56 hours, respectively, after the operation. 
The age of these 59 patients ranged from 3% to 58 years. 
These results are very encouraging. 


Monatsschrift fiir Kinderheilkunde, Berlin 
101:433-468 (Oct.) 1953. Partial Index 


Observations on Gastrointestinal Passage of Premature Infants. V. Dietel 
and R. Schméger.—p. 433. 

Attempted Treatment of Interstitial Pneumonia with Convalescent Blood. 
V. Dietel.—p. 438. 

Mal gnant Thymus Tumor in a Child. G. Biicheleres.—p. 442. 

Alcaptonuria in Childhood. J. Oehme.—p. 445. 

*Erythroblastos's in Triplets. O. Prokop and C. Vollbrand.—p. 452. 


Erythroblastosis in Triplets—Prokop and Vollbrand report 
the case of a woman who on Nov. 17, 1952, gave birth to 
triplets, all girls, H., G., and M., weighing 2,250 gm., 3,000 
gm. and 3,200 gm., respectively. She had delivered three other 
children in 1941, 1943 and 1950, and all of these had been 
free of jaundice or anemia. The two heavier triplets, G. and 
M., had been icteric since birth, whereas H. had been very 
pale and only slightly icteric. Within the next few days, the 
icterus became more pronounced in G. and M., whereas in 
H. it disappeared, but the pallor increased. When consulted 
the author suggested erythroblastosis of the newborn in G. 
and M. and anemia neonatorum in H. The author describes 
the results of the examinations and the further course of the 
development of the triplets and says that, as far as he was able 
to ascertain, erythroblastosis neonatorum has been described 
in triplets only once before. Other noteworthy aspects were 
the extremely mild course and the quick response to two blood 
transfusions in each of the triplets. The fact that the disorder 
took a somewhat different course in H. than in G. and M. 
suggested that the triplets were dichorionic rather than mono- 
chorionic as had been suspected at first. The dichorionic 
character was supported by serologic studies that revealed the 
following formulas: for the father Ai MN P+ccDE; for the 
mother A: N P-+ccde; for triplets G. and M. A: N P+ccDE; 
but for H. A: MN P+ccDE. The serum of the mother con- 
tained three irregular antibodies. That the clinical picture 
presented by H. differed from that in the other two triplets 
was explained by the fact that H. had an additional antigen. 





Miinchener medizinische Wochenschrift, Munich 
95:1289-1316 (Nov. 27) 1953. Partial Index 


Blood Cell Count and Determination of Serum Protein Values. R. Emm- 
rich.—p. 1289. 

Study of Metabolism in Infants with Diseases of Liver (Contribution to 
Infantile Cirrhosis of Liver in Tyrol). H. Gibitz, R. Stéhr and 
H. Zierhut.—p. 1293. 

*Experiences with Potentiated Anesthesia and Artificial Hibernation. 
F. Zettler—p. 1295. 





Potentiated Anesthesia and Artificial Hibernation.—According 
to Zettler, blockade of the autonomous nervous system com- 
bined with reduced metabolism exerts a potentiating effect on 
the hypnotic, narcotic, and analgesic agents. Three grades of 
functional blockade of the autonomous nervous system com- 
bined with anesthesia may be distinguished. 1. The so-called 
anesthesia premedication, i. e., anesthesia facilitated by the 
prolonged sedative-analgesic effect of the drugs employed, 
consists of the oral administration of 0.05 gm. of Atosil (N-[2’- 
dimethyl-2'-methyl]-ethylphenothiazine hydrochloride) and 0.2 
gm. of phenobarbital in tablets on the evening preceding 
the surgical intervention, and an intramuscular injection of 3 
to 6 cc. of a “lytic cocktail” comprised of 0.05 gm. of a pro- 
prietary phenothiazine derivative called Megaphen, with 0.05 
gm. of Atosil, and 0.1 gm. of meperidine (Dolantin) hydro- 
chloride two hours before the surgical intervention, carried 
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out with the patient under peridural, local, or nitrous oxide- 
ether anesthesia. 2. The potentiated anesthesia proper, or 
partial artificial hibernation, with pronounced stabilization of 
the autonomous nervous system in the sense of isolation con- 
sists of that of the grade 1 anesthesia premedication (6 cc. 
of the “lytic cocktail” given intramuscularly three hours be- 
fore the operation) and in addition one hour before the opera- 
tion a continuous drip infusion (5% dextrose) intravenously 
or with additional hyaluronidase, of 1 to 2 cc. of the “lytic 
cocktail” every 15 minutes. The operation then is performed 
with peridural or local or with general anesthesia with nitrous 
oxide-ether. Intubation, oxygen, curare, and blood transfusion 
may be used if required. 3. Artificial total hibernation (a condi- 
tion of slowed life) consists of the potentiated anesthesia proper 
(grade 2) with the “lytic cocktail” given three hours before the 
operation and an infusion with the fractionated “lytic cock- 
tail” and 0.1 to 0.2 gm. of sparteine sulfate two hours before 
the operation combined with refrigeration performed by means 
if ice bags one hour before the operation. The “cocktail” is 
given in 24 hour alternation in the postoperative stage. Addi- 
tional medication may consist of phenothiazine derivatives, 
hormones, and vitamins. Potentiated anesthesia of grade 1 and 
2 was used in the course of the last three months in 57 pa- 
tients admitted to the surgical department of the University 
of Erlangen, Germany. Of the 57 patients, 16 were operated 
on the brain and spinal cord, 5 on the lungs or esophagus, 
27 on gallbladder, stomach, or spleen, and 9 on colon or 
rectum. Total artificial hibernation was employed in 10 pa- 
tients subjected to neurosurgical intervention and in 8 patients 
in purely therapeutic form for ulcerous colitis, endangiitis, 
transverse paresis after accident, and for production of anal- 
gesia in inoperable tumors. The usual amount of the anesthetic 
agent could be reduced to one-third or one-fourth. Nitrous 
oxide-oxygen may be mixed in the ratio of 1:1 with satisfac- 
tory effect. The prolonged sedative effect lasted for about four 
to eight hours after the operation. Intubation was carried out 
without any additional medication in one-third of the patients 
operated on; bronchial or glottic spasms did not occur. The 
stabilization of the circulation was impressive. There was less 
lowering of blood pressure than is usually associated with 
peridural anesthesia. In the course of total artificial hiberna- 
tion, morphine, hypotensors, and sympathicomimetic agents 
are contraindicated. Relief of pain was obtained with the 
potentiated anesthesia. Potentiated anesthesia and artificial 
hibernation have already become a principle of management 
by which the limits of surgery can be widened. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
97:3097-3160 (Nov. 28) 1953. Partial Index 


Determination of Coagulation Time: Simple Method for Practical Use. 
E. Hecht.—p. 3101. 

*Postvaccinal Meningo-Myelo-Encephalitis. P. Crezée.—p. 3104. 

Diagnosis and Treatment of Herniation of Nucleus Pulposus in Lumbar 
Region. A. Kemp.—p. 3116. 


Postvaccinal Meningomyeloencephalitis.—Crezée says that in 
1946 and 1947 about 80,000 vaccinations were performed at 
the military hospital in Utrecht on military personnel to be 
sent to Indonesia. The majority were primary vaccinations. 
Among this number, postvaccinal complications of an en- 
cephalitic nature were found to develop in 15 and 7 of those 
patients came under Crezée’s observation. One of them died 
shortly after arrival at the hospital. The histories of the other 
six patients are presented. Four were 20 years of age, one 
was 21, and one 23. The disturbances of the central nervous 
system that were of short duration appeared from 8 to 16 
days after primary vaccination. Since two of the patients had 
myelitis and one an isolated meningitis, the author feels that 
the more comprehensive term meningomyeloencephalitis is 
preferable to encephalitis. One of the patients had a relapse 
of meningoencephalomyelitis two months later. The author 
was not able to find other reports of recurrences of post- 
vaccinal encephalitis, but there have been reports of recur- 
rences of encephalomyelitis in rubeola. Exogenic contributory 
factors such as respiratory disturbances were present in several 
of the patients. One patient had status dysraphicus (faulty 
closure of the neural tube). 


J.A.M.A., March 6, 1954 


Nordisk Medicin, Stockholm 
50:1455-1492 (Oct. 22) 1953. Partial Index 


Vestibular and Acoustic Side-Effects of Streptomycin and Dihydro. 
streptomycin. H. C. Andersen and H. H. Ohrt.—p. 1461. : 
*Treatment and Prognosis in Tuberculous Meningitis. H. Haug: —p. 147) 
Combination of Chemical and Antibiotic Agents in Tuberculosis, 4. Kris. 

tenson.—p. 1476. 
*Tuberculous Meningitis with Reference to Results After Streptomy 
Treatment. T. Rasmussen.—p. 1478. : 
Primary Tuberculosis in Old Persons. E. Eilertsen.—p. 1480, 


Cin 


Treatment and Prognosis in Tuberculous Meningitis.—0; 4, 
patients with tuberculous meningitis observed for more thay 
eight months after treatment 23, of whom 2 had miliary tuber. 
culosis, were cured. Of the 21 who died, 13 had miliary tuber. 
culosis. All were treated with streptomycin intrathecally ang 
intramuscularly. The last 19 were given p-aminosalicylic acig 
(PAS) from the start of treatment, 3 of them also receiyeg 
isoniazid. Of these patients, 16 recovered; 2 of the 3 who dieg 
were extremely ill on admission and had miliary tuberculosis, 
while in the third streptomycin-resistant tubercle bacilli were 
present before treatment began. Hauge stresses the importance 
of starting treatment as soon as possible. The prognosis is bey 
for children over 5, not so good for smaller children and 
older persons. The results of treatment are less favorable 
when the meningitis is combined with miliary tuberculosis 
Although the prognosis in each case of tuberculous meningitis 
will always be somewhat uncertain during the first part of 
the treatment, the results now attained give cause for optimism, 
Definite clinical improvement should not be counted on until 
toward the end of the second month of treatment. Examina. 
tion of the spinal fluid gives indications as to prognosis. The 
sugar values afford the best evidence of how long intraspinal 
therapy should be continued; they may become normal in the 
first month, often in the second or third month. The cell count 
and especially the protein values will continue to rise for 
several weeks, presumably because of a special reaction in 
tuberculous meninges. Such increase is not considered a con- 
traindication for continued intraspinal therapy. The values 
most often do not become normal till from six to nine months 
after the introduction of intraspinal treatment. 


Tuberculous Meningitis with Reference to Results After Strep- 
tomycin Treatment.—From 1931 to 1953, 80 patients with 
tuberculous meningitis, aged from 6 months to 68 years, were 
treated in the epidemic department of Odense Hospital. The 
age distribution showed three peaks—at about 3-4 years, at 
14 years, and at 21 years. Up to 1946 the average age was 
17.2; since then, 9.5. After the introduction of streptomycin 
the course of the disease was decisively changed, and for the 
first time it was possible to cure tuberculous meningitis. The 
recovery rate was 50% in the 3-14 group, lower in the other 
age groups. The possibilities for lasting recovery are steadily 
growing. Prompt treatment is necessary. Complicating tuber- 
culosis elsewhere aggravates the prognosis. Of 16 patients 
treated with streptomycin, 4 are well after a follow-up for 
from two to four years, 2 are still undergoing treatment; of 
the 10 who died, 2 were unconscious on admission. Intra- 
muscular injection has been the standard method, with con- 
tinuous treatment for the first two or three months, then 
fractionated treatment. Pauses in the streptomycin treatmeti, 
if possible, are advocated because of the side-effects on the 
eighth cranial nerve, which apparently occur after massive 
streptomycin treatment. Beginning impairment of hearing 
seems to disappear on cessation of the streptomycin treal- 
ment and recurs on resumed treatment. In the more recetl 
period Rasmussen found it possible to prolong the intervals 
by the use of isoniazid; by shifting the two preparations the 
patients were kept free from recurrence and normal temper 
ture was maintained and at the same time side-effects on the 
hearing were avoided. Peripheral paresis and decreased muscu- 
lar strength that occur when the temperature is about 1 
become normal are perhaps reasonably attributable to sirepto- 
mycin side-effects. 
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Vol. 154, No. 10 


presse Medicale, Paris 
61:1499-1530 (Nov. 18) 1953. Partial Index 


dications for and Results of Vertebral Angiography in Neurosurgery. 
p, Petit-Dutaillis, B. Pertuiset, J. Rougerie and P. Namin.—p. 1499. 
Histopathological Development of'Fibrohyaline Masses of Pseudotumoral 
Silicosis. A. Policard and A. Collet.—p. 1503. 
evalue of Punch Biopsy of Liver in Diagnosis of Atypical Forms of 
Infectious Hepatitis and Infectious Mononucleosis. F. Bénazet, R. 
sohier and R, Fontanges.—p. 1506. : ie 
Cutaneous Lesions Caused by Prick of Sea-Urchins: Clinical, Histo- 
jogical, and Experimental Study. P. Témime.—p. 1509. y 
‘Treatment of Chronic Obliteration of Superficial Femoral Artery in 
Arteritis. J. Oudot and J.-M, Cormier.—p. 1512. 


Vertebral Angiography.—Radiography of the vertebral artery 
done percutaneously is a relatively easy technique, although 
the extreme vasomotor sensitivity of this artery can make its 
injection difficult. The authors performed 162 vertebral arteri- 
ographies in the period from 1949 to July, 1953. They had 
four major accidents, two of which were fatal. One of the 
nonfatal accidents was unexplainable; the other three were 
due to technical mistakes that have been corrected. The authors 
feel that this method is not dangerous, if the proper indica- 
tions are followed and the technique well carried out. It should 
be used aS an examination prior to certain neurosurgical inter- 
ventions. The major indication for vertebral arteriography is 
4 spontaneous meningeal hemorrhage with normal bilateral 
carotid arteriography. The results achieved in the case of 
cerebellar tumors are disappointing, but, in tumors of the 
cerebellopontile angle, the results have been sufficiently good 
0 warrant vertebral arteriography when such a diagnosis is 
suspected. Deep tumors of the median axis are an indication 
of choice. In all intracranial tumors, the authors have found 
that the two most important vascular displacements to be 
noted are the one in the frontal plane of the terminal bi- 
furcation of the basilar trunk and the one to either side of 
the distances separating the bifurcation of the basilar trunk 
from the end-point of the curves made by the two posterior 
cerebral arteries as they go around the pedicles. Nothing 
definite can be said about posterior hemispheric neoforma- 
tions; but it is hoped that, with technical improvements in 
injection and serial radiograms, many obscure points will be 
made clear. 
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Punch Biopsy of Liver in Hepatitis and Mononucleosis.— 
Punch biopsy of the liver, though not usually necessary in 
the diagnosis of viral infectious hepatitis or infectious mono- 
nucleosis, becomes useful or even indispensable when atypical 
forms of these diseases are encountered. It is sometimes im- 
possible to differentiate between them clinically, hematologi- 
cally, or on the basis of functional liver tests and so-called 
“hepatic serology.” The Paul-Bunnel-Davidsohn reaction is 
more dependable, but not always successful, as demonstrated 
by the authors’ seven cases reported in detail. Punch biopsy 
appears to be the most reliable deciding factor in the differ- 
ential diagnosis of these two kinds of hepatitis. It should be 
done as early as possible, since the lesions are more character- 
istic in the early stage of the disease. 


Obliteration of Superficial Femoral Artery in Arteritis.—Of 
the various surgical treatments for arterial thrombosis, the one 
wed oftenest by the authors in this series of patients with 
thrombosis of the superficial femoral artery was vascular graft- 
ing. Venous autografts were used in two cases, with medi- 
ore results. Arterial homografts were used for 41 grafts in 
35 patients, with the following results: 13 successful of 14 
superficial femoral grafts; 4 of 6 femoropopliteal; 2, 1 lasting 
only 9 months, of 14 iliofemoral grafts; 6 of 6 aortic bifurca- 
lion grafts extending to the superficial femoral; and 1 fairly 
good result among 11 multiple grafts. Endarteriectomy alone 
was done in two cases and occasioned no improvement in the 
disease. Thirteen lumbar sympathectomies were done; for the 
five patients for whom it was the only treatment, the benefit 
was Only partial, while in the others, grafting was done sub- 
sequently, and results were far superior. Adrenalectomy yielded 
one good result out of five cases; parathyroidectomy was 
hot performed. The authors state that these methods do not 
exclude each other but involve different indications. Simple 
thromboses of the superficial femoral artery ought to be treated 
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by arterial homografting often combined with a segmental 
clearing of obstruction. In the case of upward extension, there 
is no anatomic reason why a graft may not be stretched up 
as far as the renal arteries; but in the lower region of the 
leg a necessary requirement to grafting is that one of the 
chief arteries of the leg be permeable in its initial course. If 
not, sympathetic operations are indicated, sometimes’ in com- 
bination with bilateral adrenal medullectomy, particularly in 
younger patients. 


Revista Paulista de Medicina, Sao Paulo 


43:275-368 (Oct.) 1953. Partial Index 


*Etiology of “Epidemic Asthma” in Bauru. E. Mendes and A. B. Ulhéa 
Cintra.—p. 275. 

Diffuse Histoplasmosis and Hodgkin’s Disease. G. Del Negro, R. Veronesi 
and M. de Assis Figueiredo.—p. 291. 

Photography and Cinematography in Peroral Endoscopy. J. A. de Arruda 
Botelho and W. A. Marchi.—p. 323. 

Surgical Treatment of Spontaneous Aneurysm of Peripheral Arteries. 
O. Martins de Toledo.—p. 341. 


Epidemic Asthma.—The term epidemic asthma has been used 
for the last 30 years to designate epidemics of bronchial asthma 
caused by allergens contained in certain parasites of cereals 
or in the dust of the castor bean. The authors report a severe 
epidemic that occurred in August, 1952, in Bauru, Sao Paulo. 
The epidemic involved 150 persons, with nine deaths occurring 
early in the course of the epidemic. There is in the city a 
large factory for extraction of castor oil, in which they intro- 
duced a new method of extraction of the oil with hexane. None 
of the patients, both adults and children, worked in the fac- 
tory, but all of them lived in the city. The epidemic was 
caused by some allergen in the air derived from the dust of 
castor bean. The epidemic subsided when it rained. When the 
day was clear and windy, new cases appeared in districts of 
the city subjected to the wind from the factory. Some of the 
patients lived in Agudos, a city 15 km. from Bauru. The 
symptoms subsided as long as the patients remained in Agudos 
and reappeared as soon as they returned to Bauru. Some of 
the patients had the same experience four or five times. 
Cutaneous tests, passive transfer of the antibodies, and ex- 
perimental reproduction of asthma were made in 30 patients 
with positive results. The epidemic subsided when the factory 
was temporarily closed by the government. It recurred at re- 
opening of the factory and handling of the material with the 
hexane method. The factory was permanently closed. No new 
cases were reported. The allergen of the dust of the castor 
bean is soluble in water and is precipitated in alcohol. For 
prevention of epidemics, the dust of this and of some of the 
other seeds used in the oil industry should be kept in con- 
tainers with water and alcohol, where the allergens will be 
dissolved and precipitated. The liquid so obtained could be 
poured into a hole and covered with earth so as to prevent 
its exposure to the atmosphere. 





Schweizerische medizinische Wochenschrift, Basel 


83:1103-1126 (Nov. 14) 1953. Partial Index 


Problems of Cardiac Insufficiency. R. Hegglin.—p. 1103. 

*Hyperglobulinemic Purpura of Waldenstroem and Besnicr-Boeck-Schau- 
mann’s Disease. A. Gautier and P. A. Maurice.—p. 1110. 

Hypotensive Effect of Hydralazine Hydrochloride Combined with Blood 
Letting. A. Schmid and H. Kellner.—p. 1114. 


Hyperglobulinemic Purpura and Sarcoidosis.—Left peripheral 
facial paralysis occurred suddenly in a 50-year-old woman 
who for several months had had Waldenstroem’s syndrome 
of hyperglobulinemic purpura consisting of recurrent purpuric 
eruptions on the legs, mild normocytic anemia, and hyper- 
globulinemia with pronounced increase of gamma globulin. 
There was increased plasma coagulability, but the patient had 
positive results from the capillary resistance test (employing 
lacing). The bone marrow showed mild plasmocytosis with 
definite eosinophilia. Multiple calcified pulmonary and mesen- 
teric lesions were revealed by roentgenologic examination. 
Within one month, the facial paralysis subsided completely 
as a result of treatment with vitamins B, and C. Six months 
later the patient had a sudden attack of severe pain in her 
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left leg. Obstruction of the arteries at the level of the upper 
third of the calf was observed. Conservative treatment with 
procaine hydrochloride given intravenously, vasodilators, and 
ganglion blocking agents failed and so did arteriectomy. Ampu- 
tation of the extremity was carried out at the lower third of 
the thigh. The anatomicopathological examination of the 
amputated specimen revealed thickening of the walis of the 
popliteal, posterior and anterior tibial arteries with pronounced 
atheromatosis. The lumens of the vessels were filled with 
thrombotic masses of hyaline appearance. Microscopic exami- 
nation revealed interstitial myositis resulting from Besnier- 
Boeck-Schaumann’s disease. It is known that sarcoidosis in 
its active phase may be associated with hyperglobulinemia, 
particularly of the gamma globulin, and that this disturbance 
is to be considered as a reaction of the reticuloendothelial 
system in the course of sarcoidosis. It was Teilum who demon- 
strated that the dysproteinemia associated with sarcoidosis 
favors, in certain areas of the reticuloendothelial system, the 
occurrence of precipitates of a homogeneous substance pass- 
ing on to hyalinosis (paramyloidosis). The authors believe that 
the hyalinosis particularly of the adventitia of the small 
arteries and arterioles in their patient, as well as the purpura 
were the results of the hyperglobulinemia. The asymptomatic 
myositis revealed by microscopic examination made it possible 
to establish sarcoidosis as the cause of the Waldenstroem’s 
syndrome, and it confirmed Myers and co-workers’ suggestion 
that muscle biopsy may aid in establishing the diagnosis of 
sarcoidosis in the absence of cutaneous lesions. The occurrence 
of facial paralysis was reported previously and not unfre- 
quently in association with sarcoidosis. It may be assumed 
that the pulmonary and mesenteric lesions in the authors’ 
patient were the result of sarcoidosis. 


Semaine des Hopitaux de Paris 
29:3533-3594 (Nov. 10) 1953. Partial Index 


*Coxsackie Virus and Its Relationship to Bornholm Disease. P. Lépine. 


Bornholm Disease. G. Desse.—p. 3539. 
Rheumatic Manifestations of Various Virus Diseases. R. Bastin.—p. 3540. 


Coxsackie Virus and Its Relationship to Bornholm Disease.— 
Coxsackie virus was directly isolated by injecting into infant 
mice suspensions of feces from 42 patients; in 14 of these 
patients a clinical diagnosis of pleurodynia (Bornholm dis- 
ease) had been made; in 16 patients various disturbances of 
the nervous system, such as nonparalytic poliomyelitis, acute 
aseptic meningitis, encephalitis, ascending myelitis, were pres- 
ent; and in the remaining 12 patients acute infectious diseases, 
such as grippe, abdominal syndrome, and acute rheumatism, 
had been diagnosed. Coxsackie virus, which now has been 
recognized as the pathogenic. agent of epidemic myalgia, is 
capable of causing in man an infection with protean manifes- 
tations of which, as a rule, muscle pain is the presenting 
symptom; the related syndromes depend on the same etiologi- 
cal agent. The physical characteristics of the virus are very 
similar to those of the poliomyelitis virus; it is one of the 
smallest of all known viruses. It may be isolated from patients’ 
feces by taking advantage of the fact that infant mice are 
particularly sensitive to the Coxsackie virus. The infected mice 
were killed, and microscopic examination revealed changes 
that were essentially located in the muscle fibers; these changes 
were characterized by an acidophil hyaline degeneration that 
terminated in rupture of the fiber. Depending on the individual 
strain, lesions resulting from infiltration were more or less 
pronounced. The nerve ends were spared. Microscopic exami- 
nation of muscle biopsy specimens obtained from patients 
with Bornholm disease in the course of its acute phase showed 
changes very similar to those observed in the animals. The 
Coxsackie virus may be identified by isolation or by serologic 
methods. There are many serologic types that do not show 
cross immunity between one another, but three of them pre- 
vail and may be commonly observed in France; it may, there- 
fore, be possible to confirm the clinical diagnosis because of 
the appearance of a deviation of the complement positive for 
one of the specific antigens. 


J.A.M.A., March 6, 196, 


Tidsskrift for Den Norske Laegeforening, Oslo 
73:799-838 (Nov. 1) 1953. Partial Index 


*Bronchial Carcinoma: Examination of Material from 1948 to 195) , 
Haukeland Hospital. J. R. Myhre.—p. 802. ide 
New Ways of Treating Tetanus. N. Helsingen Jr. and H. P. Osterpaars 
Kristensen.—p. 805. _— 


Bronchial Carcinoma.—From 1948 to 1952, 45 cases of bron 
chial carcinoma in 29 men and 16 women were treated in 
the medical department of Haukeland Hospital. Three patien, 
were between the ages of 20 and 40; seven were between 4) 
and 50; the rest were over 50. Diagnosis was made during life 
in 38 cases. Information on the first manifestation of the diseas. 
was available in 28 cases. The first symptoms appeared an aver. 
age of eight to nine months before diagnosis was made. Medical 
advice was sought an average of five months before diagnosis 
At least 13 cases were probably inoperable on the first consul. 
tation. Surgical treatment was attempted in eight cases: six 
were inoperable. Pneumonectomy was done in two cases; one 
patient is well five years after the operation, and the other 
succumbed to empyema on the affected side a year afte; 
operation. Bronchoscopy, usually with biopsy of bronchial 
mucosa, and planigraphy were the most important aids jn diag. 
nosis. A positive histological diagnosis is important in verify. 
ing the result of bronchoscopy. Although cough is the mos 
frequent symptom in bronchial carcinoma, it is sometimes 
absent, even with roentgenologically demonstrated pulmonary 
infiltration. Vague but troublesome pain in the chest, upper 
back, and shoulders is often the first symptom and dominates 
for months. Hemoptyses frequently appear as a scanty mix. 
ture of blood and sputum. When pneumonia recurs in the 
same part of the lung or there is protracted pneumonia, bron. 
chial carcinoma should be suspected. The establishment of 
hard enlarged lymph nodes in the axillae or supraclavicular 
region is often decisive. The occurrence of drumstick fingers 
and hour-glass nails may be helpful in diagnosis; changes 
in hands and fingers may be the first symptom. Myhre says 
that in spite of great diagnostic and therapeutic difficulties the 
prognosis in bronchial carcinoma will improve when phy- 
sicians always bear the disease in mind, when bronchoscopy, 
biopsy of the bronchial mucous membrane, and planigraphy 
are more extensively employed, and when exploratory thora- 
cotomy is applied on wider indications, but even with optimal 
use of these methods too many patients are inoperable when 
the physician sees them for the first time. Encouraging results 
are reported by Hansen and Kjaer from the thoracosurgical 
department of @resund Hospital for 1944-1952. 


Zentralblatt fiir Gynakologie, Leipzig 
75:1169-1200 (Nov. 30) 1953. Partial Index 


*Brief Oral Use of Oxytetracycline (Terramycin) in Puerperal Mastitis 
A. Heim.—p. 1172. 


Oxytetracycline (Terramycin) by Mouth in Puerperal Mastitis. 
—Heim says that in 1952 he resorted to oral medication 
with oxytetracycline (Terramycin) in 15 women with puerperal 
mastitis. In all but one of these women, in whom treatment 
was begun too late, cure was obtained within a few days 
without resorting to incision. A total of 8 gm. of oxytetra- 
cycline was given in the course of four days. Although the 
increase in temperature always subsided on the third day, 
medication was continued on the third and fourth days to 
prevent a recurrence of the acute inflammation. Except in 
cases in which painful rhagades were present, breast feeding 
was continued. Otherwise, the breast pump was used tempo- 
rarily. The author stresses the importance of the “brief” treat- 
ment, only 8 gm. of oxytetracycline being used, whereas in 
other procedures from 15 to 25 gm. of the drug is given. 
Treatment must begin as soon as the temperature increases. 
If abscess formation results despite medication with oxytetra 
cycline, as in the aforementioned case and in patients referred 
to the clinic with advanced mastitis, incision should be post 
poned until demarcation of the abscess is evident. This is like- 
wise promoted by oxytetracycline medication. In this case the 
incision can be relatively small and further extension of the 
suppurating process to other parts of the breast can be pre 
vented. 












6, 1954 


1952 jp 


Stergaarg 


f bron. 
ated jn 
patients 
veen 4() 
‘ing life 
; disease 
an aver. 
Medica! 
ALNOsis 
consul. 
Ses} six 
eS; One 
e other 
rafter 
onchial 
in diag. 
Verify. 
e most 
netimes 
monary 
Upper 
Minates 
y mix- 
in the 
, bron. 
ent of 
Vicular 
fingers 
hanges 
re Says 
ies the 
1 phy- 
ISCOPY, 
graphy 
thora- 
yptimal 
> when 
results 
urgical 


Mastitis 


astitis. 
ication 
>rperal 
atment 
) days 
ytetra- 
gh the 
1 day, 
ays t0 
ept in 
eeding 
empo- 
treat- 
eas in 
given. 
reases, 
ytetra- 
ferred 
» post: 
s like- 
se the 
of the 
e pre- 





Vol. 154, No. 10 


The Year Book of Drug Therapy (1953-1954 Year Book Series). Edited 
by Harry Beckman, M.D., Director, Departments of Pharmacology, 


Marquette University Schools of Medicine and Dentistry, Milwaukee. 
Cloth. $6. Pp. $38, with 73 illustrations. Year Book Publishers, Inc., 
200 E. Illinois St., Chicago 11, 1954. 


This year book covers the literature abstracted from journals 
received between August, 1952, and August, 1953. All articles 
abstracted deal with reported developments in therapeutics and 
are arranged under subdivisions according to the various spe- 
cialties. One section is restricted to antibiotics and sulfon- 
amides. The editor’s introduction highlights the articles of 
major interest or significance; he also makes specific com- 
ments, which appear in brackets after some of the abstracts. 
His well-known pungent style adds zest to the critical analyses 
embodied in these comments. Not all authorities will agree 
with all of them, but for the most part they represent a sound 
approach to therapeutic problems. The editor cannot be criti- 
cized for the failure of authors to use recognized generic 
terminology for drugs in the titles and text of many of the 
articles that are abstracted. Undecylenic acid is misspelled as 
“undecylinic acid,” apparently by the authors, in one article 
abstracted on page 70. There is both an author and subject 
index. The binding and typography are excellent, and the 
size is convenient for rapid reading and quick reference. All 
practicing physicians should find this book a useful review of 
recent observations on drug therapy. 


Treatment of Toxic Goiter with Radioactive Iodine. By Lindon Seed, 
M.D., Director, Isotope Laboratory, Grant Hospital, Chicago, and Theo- 
dore Fields, M.S., Assistant Director, Radioisotope Laboratory, Hines 
Hospital, Hines, Illinois. Preface by George V. LeRoy, M.D., Associate 
Dean, Division of Biological Sciences, University of Chicago, Chicago. 
Publication number 197, American Lecture Series, monograph in American 
Lectures in Endocrinology. Edited by Willard O. Thompson, M.D., Clini- 
cal Professor of Medicine, University of Illinois College of Medicine, 
Chicago, Cloth. $3.75. Pp. 116, with 17 illustrations. Charles C Thomas, 
Publisher, 301-327 EB. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1953. 


This monograph was written jointly by a surgeon and a 
radiophysicist and is predicated on their experiences in the 
treatment of toxic goiter with radioactive iodine. The authors’ 
pessimistic view that the radioisotope laboratory cannot pay 
its own way is probably incorrect. Recent advances in isotope 
tracer and therapeutic techniques, including the availability of 
precisely calibrated solutions and capsules of radioactive ma- 
terial from commercial suppliers, will undoubtedly greatly 
simplify the problems of purely clinical laboratories. There is 
a good discussion of the metabolic circuit of radioactive iodine 
and of its effective half life. This monograph should prove 
valuable for those who are interested in the mechanics of 
installing a small isotope laboratory, and it gives in concise 
fashion the indications for isotope therapy in toxic goiter as 
well as the results of treatment, including a discussion of such 
complications as hypothyroidism, exacerbation of symptoms, 
local reaction, and exophthalmos. These complications are in- 
frequent enough to warrant the authors’ prophecy that “the 
present surgical treatment of exophthalmic goiter will be re- 
Placed largely by radioiodine therapy.” 


Roentgen Diagnosis of the Heart and Great Vessels. By Erich Zdansky, 
M.D., Professor of Roentgenology, University of Vienna, Vienna. Trans- 
lated by Linn J. Boyd, M.D., F.A.C.P., Professor and Director of Medi- 
cine, New York Medical College, Flower and Fifth Avenue Hospitals, 
New York. First American edition. Cloth. $15.50. Pp. 500, with 334 illus- 
trations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1953. 


This scholarly treatise has been published in many German 
editions. The translation is a revision of the last German edi- 
lion published four years ago. It is a credit to the translator 
that the book has probably become more readable in the 
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translation, although the nature and treatment of the subject 
still makes it a book for study rather than perusal. The serious 
reader will be rewarded by one of the most thorough analyses 
of the roentgenographic normal and pathological anatomy of 
the heart currently available. The sections on the pathological 
anatomy of the heart are enhanced in value by the excellent 
treatment of the mechanisms involved in producing the patho- 
logical variations. Although some of these explanations may 
be open to the criticism of being theoretical, the approach 
is sound. The section on congenital malformations of the 
heart is small, a reflection of the fact that this book deals 
predominantly with adult cardiology. As far as the section on 
congenital malformations goes, however, it gives a working 
knowledge of the subject without getting too deeply involved 
in the analysis. The section on the aorta and its pathological 
alterations is exceptionally good. The book is excellently illus- 
trated with roentgenograms of high quality supplemented by 
line drawings and colored illustrations. It should be an asset 
to the library of any cardiologist, radiologist, or internist 
seriously following the field of roentgenologic diagnosis of 
the heart and great vessels. 


Enriching the Years. New York State Joint Legislative Committee on 
Problems of the Aging. Legislative document (1953), no 32. Paper. Gratis. 
Pp. 199, with illustrations. State Senator Thomas C. Desmond, Chairman 
of the Committee, 94 Broadway, Newburgh, N. Y., 1953. 


This pamphlet is one of a series of reports of the New Yerk 
State Joint Legislative Committee on Problems of the Agirg. 
The committee began its work in 1947 and was the first such 
group in the country. It has performed a unique and im- 
mensely valuable service in behalf of the older persons of 
New York. Its influence, however, extends far beyond the 
borders of that state and into every community. The format 
of this report is unusually good. The booklet is printed on 
glossy paper in magazine style and has stiff paper covers, an 
abundance of photographs, a few illustrations, and a number 
of tables. It is in essence a compendium of 27 essays by lead- 
ing authorities on various aspects of the problem of aging, 
preceded by an introduction by Senator Desmond and a chap- 
ter on committee recommendations. The essays concern im- 
portant aspects of the problem: longevity in New York state; 
food for later years; school days for older persons; training 
of older persons through correspondence, private trade schools, 
and other means. The articles are well written and are inter- 
esting reading for anyone who has the slightest interest in the 
problems of aging. With the previously issued committee re- 
ports this pamphlet can and will stimulate sympathetic inter- 
est in, and a better understanding of, the problems of the senior 
citizens of our communities. 


Anatomy and Surgery of Hernia. By Leo M. Zimmerman, M.D., Pro- 
fessor of Surgery and Co-Chairman of Department of Surgery, Chicago 
Medical School, and Barry J. Anson, Ph.D., Professor of Anatomy, 
Northwestern University Medical School, Chicago. Cloth. $10. Pp. 374, 
with 204 illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1953. 


A distinguished anatomist and a surgeon with an intense 
interest in hernia have compiled a treatise on the anatomy and 
surgery of hernia. The superb illustrations and careful ana- 
tomic descriptions in the legends will be familiar. The idea 
that gave rise to the book is sound, and the result is a real 
contribution to the literature on this subject. Some disjointed- 
ness is created by the change in viewpoint from chapter to 
chapter. Sections on inguinal, femoral, and some pelvic hernias, 
which make up the major portion of the book, are based on 
detailed anatomic dissections of the lesions. Other parts are 
based on more or less accepted normal anatomy and are less 
authoritative. Moreover, the anatomic descriptions are factual 
and cold; the description of operations is personal and almost 
impassioned, It is in this latter area that some differences of 
opinion may arise, because the surgeon author sets forth al- 





878 BOOK REVIEWS 


most exclusively what he believes, from his experience, to be 
the proper procedures. Most surgeons today will agree with 
him that the Bassini operation, which involves suturing of 
functioning muscle fibers to a semifixed structure, is unsound. 
There is a curious and interesting use of dissections, in which 
McVay participated, to elaborate on objections to McVay’s 
using the superior pubic ligament as a fixed structure. On the 
whole the surgical principles are sound, and controversy will 
center on details. The authors pay a heartening tribute to 
H. O. Marcy, whose name is often omitted from discussions 
of hernia but who antedated Bassini and Halsted by several 
years. The bibliography, particularly in connection with those 
chapters that are based on previous publications, is extensive. 
The book is printed on good paper and is logically arranged. 


Roentgen-Diagnostics. Volume III: Thorax. By H. R. Schinz, W. E. 
Baensch, E. Friedl, and E. Uehlinger. English translation arranged and 
edited by James T. Case, M.D., D.M.R.E. First American edition (based 
on fifth German edition), Cloth. $45. Pp. 2001-3115, with 1084 illustrations. 
Grune and Stratton, Inc., 381 Fourth Ave., New York 16, 1953. 


This book maintains the high standard of the first two 
volumes of the series. The many excellent roentgenograms 
help to make this volume one of the most valuable as well 
as voluminous contributions to roentgenologic diagnosis pub- 
lished in this country. The first 68 pages are devoted to a 
study of the normal roentgenologic appearance of the lungs. 
The greater portion of the volume covers thoroughly the dis- 
eases involving the thoracic contents, diaphragm, and pleura. 
The final section covers diseases and malformations of the 
heart and great vessels. All of the diseases and abnormalities 
are adequately shown in the illustrations. Line drawings are 
frequently employed to clarify changes that cannot be clearly 
demonstrated on the reduced reproduction. 


A valuable feature of this work is the extensive bibliography, 
which covers all of the important and recent work in the 
field. The book itself is beautifully produced with clear and 
readable type and excellent cuts. This work has been a vast 
undertaking, and the publication of the fourth and fifth 
volumes (completing the series) is eagerly awaited. The trans- 
lation from the original German is generally excellent, but 
occasionally sentence structure is so involved that reading is 
difficult. The retention and use of eponyms, such as Pfeiffer’s 
glandular fever for infectious mononucleosis, will not aid the 
reader who is unfamiliar with continental terminology. 


Metabolic and Toxic Diseases of the Nervous System: Proceedings of 
the Association, December 12 and 13, 1952, New York, N. Y. Research 
Publications, Association for Research in Nervous and Mental Disease, 
volume XXXII. Editors: H. Houston Merritt, M.D., and Clarence C. 
Hare, M.D. Cloth. $10. Pp. 604, with 104 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1953. 


Each year the trustees of the Association for Research in 
Nervous and Mental Disease decide on a subject for the annual 
meeting. The current volume reports the proceedings of the 
meeting held in New York in December, 1952. The collected 
papers cover the relation of the parathyroid, pituitary, thyroid, 
and thymus glands to various nervous and neuromuscular dis- 
eases; the relation of adrenocortical physiology to the nervous 
system; the effects of high and low environmental temperatures; 
the role of vitamins, copper, carbohydrates, potassium, lipids, 
and various enzymes; neurological disorders associated with 
liver disease; opiate and barbiturate abstinence syndromes; drug 
psychoses; the physiological development of the cerebral cor- 
tex; the relation of porphyrin, creatine, and creatinine metabo- 
lism to nervous and neuromuscular diseases; and the effects of 
inorganic, organic (alcohol), and bacterial toxins on the nervous 
system. The contributors are all outstanding authorities in their 
respective fields. Each chapter or group of chapters ends with 
a discussion and a list of references. One minor criticism is 
that the discussions appear to have been printed as transcribed, 
with little or no editing, and hence contain much unnecessary 
padding. The illustrations are adequate; a list of members of 
the association is given at the end of the book; and there is an 
index. Because the papers are highly technical there is little 
in them that would be of interest to general practitioners, but 
for those who specialize in neurology, endocrinology, or meta- 
bolic diseases the volume is practically indispensable. 


J.A.M.A., March 6, 1954 


The Ergonomics Research Society: Symposium on Fatigue. F diteg b 
W. F. Floyd and A. T. Welford. Cloth. 24s. Pp. 196, with ij! stration 
H. K. Lewis & Co., Ltd., 136 Gower St., London, W.C.1, 1953 . 


This book presents a number of contributions dealing wir, 
the complex problem of fatigue. It deals especially with apg. 
tomic, physiological, and psychological aspects of this problem 
and the challenge of fatigue to productivity. It has been pub- 
lished under the auspices of the Ergonomics Research Society, 
of England, which was founded in 1949 for the purpose of 
bringing together anatomists, physiologists, psychologists, ep. 
gineers, and others interested in the design of machinery and 
equipment for human use. 

A distinguished group of contributors has discussed the syb. 
ject of fatigue from a wide variety of approaches, including 
psychological criteria of fatigue; thermal factors in the ep. 
vironment that influence fatigue; tropical fatigue; the effecis 
of fatigue on tremor; some effects of prolonged muscular 
exertion; the physiological background of fatigue; experiments 
on positive and negative work; a factor in postponing the 
onset of fatigue; physiological valuation of work in the Ny. 
kroppa Iron Works; muscular potentials as indicators of effort 
in visual tasks; visual fatigue with special reference to light. 
ing; the fact and fiction of fatigue; motivation in measurements 
of fatigue; some practical problems of the alertness indicator: 
work decrement in the learning and retention of motor skills: 
deterioration of performance on a short-term perceptual-motor 
task; neglect of the surroundings in relation to fatigue decre- 
ment in output; satiation and frustration as determinants of 
fatigue; and the psychologist’s problem in measuring fatigue. 
The contributing investigators from England, Denmark, Swe. 
den, and the United States represent such fields as psychology, 
physiology, hygiene, military medicine, ophthalmology, and 
industrial health. 

Certain key statements by various contributors will be of 
interest. Edholm concludes that “a considerable content of 
tropical fatigue is psychological rather than physiological,” 
and Ellis states that “in a hot climate the onset of fatigue is 
facilitated, and the effects are more profound and last longer.” 
Eagles and his associates say that “sleep deprivation leads to 
a diminution and lessening of fluctuation in tremor. This re- 
flects widespread increasing muscular relaxation.” Darcus con- 
cludes that it is “possible to improve the methods of work 
and the design of machines to reduce the effort required and 
to increase the output attained.” Hemingway says “the mean 
blood flow through a rhythmically contracting muscle may be 
increased above the resting flow. The blood flow is increased, 
not during, but actually between the contractions.” Asmussen 
indicates that “at low and moderate velocities of shortening, 
human muscles can do negative work at a cost of one-third 
to one-ninth the cost of positive work.” Christensen expresses 
the hope that application of physiological points of view to 
a rationalization of work might create the best possible con- 
ditions for an increased production with a reduced strain on 
the workmen. Ryan states that “muscular potentials can be 
used on a statistical basis to reflect the relative effort involved 
in different tasks, even when the subject is permitted relative 
freedom of posture and movement.” Weston defines visual 
fatigue as “weariness resulting from the bodily and mental 
exertion of seeing.” Browne says that it is a fact that “pro- 
longed application to a task produces symptoms in the subject 
and signs in the performance,” but “it is fiction that there is 
a single entity called fatigue.” Schwab concludes that “in the 
investigation of fatigue in the muscles of human beings, one 
can ordinarily depend upon average motivation levels to give 
fair examples of muscular performance under different con- 
ditions.” Gagné questions “the adequacy of the present con- 
cept of inhibition in explaining completely the production of 
decrement in performance during the learning of motor skills.” 
Singleton decided that “deterioration of performance was 4l- 
most entirely localized in the reaction time component of the 
skill, the movement time remaining constant.” Broadbent con- 
cludes that the main preventive of fatigue is “variety in the task 
stimulus,” and Welford says that “disintegration of perform- 
ance occurs where a ‘higher’ organization of a task breaks 
down, leaving the details without coordination or ‘drive.’ ” All 
physicians and engineers interested in problems of fatigue 
should find this book of very great interest. 
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QUERIES AND MINOR NOTES 


USE OF TETANUS TOXOID AFTER INJURIES 
To THE Epriror:—In this community the question arises as 
to the use of tetanus toxoid following injuries. Some phy- 
sicians use the toxoid in place of the tetanus antitoxin. Please 
give me an opinion on these questions: Following an injury, 
will the use of toxoid take the place of tetanus antitoxin 
when toxoid has never been used previously? Will tetanus 
toxoid take the place of tetanus antitoxin if tetanus toxoid 
was used more than one year ago? 
E. E. Benoist, M.D., Natchez, Miss. 


ANSWER.—1. Tetanus toxoid cannot be used as a substitute 
for tetanus antitoxin when tetanus toxoid has not been used 
previously. Toxoid induces active immunity. Depending on 
the materials and techniques employed, the time of appear- 
ance of reliable immunity after tetanus toxoid varies. Never- 
theless, a time much longer than the average incubation period 
of tetanus will be required to induce a state of reliable active 
immunity. 2. With certain reservations, hereinafter indicated, 
tetanus toxoid can take the place of tetanus antitoxin when 
toxoid has been used as long as 10, and possibly more, years 
previously. The dose required to recall immunity may be 
small, such as 0.1 ml. of either depot or fluid tetanus toxoid, 
administered alone or combined with other antigens (diphtheria 
and/or tetanus), by the subcutaneous or intramuscular routes. 
As previously indicated, certain circumstances necessitate the 
combined use of tetanus antitoxin and tetanus toxoid: (a) 
delay of over 24 hours in the administration of recall doses 
of toxoid; (b) lesions considered very likely to be associated 
with tetanus of early onset (short incubation period); (c) 
marked general debility from any number of causes (bleed- 
ing or associated diseases of a debilitating nature), or (d) 
questionable status of the patient in respect to the previous 
administration of tetanus toxoid. 


SARCOMATOUS CHANGES IN UTERINE FIBROIDS 


To THE Eprror:—Is it possible for malignant degeneration to 
occur in uterine fibroids? What are the indications for 
surgical treatment in the presence of uterine fibroids? 


M.D., Minnesota. 


ANSWER.—It is best to discard the term “malignant de- 
generation,” because a malignant growth is not really degenera- 
tion but just the reverse, namely, a growth of new active and 
destructive tissue. A sarcomatous change in uterine fibromas 
does occur. In fact it is the most frequent type of sarcoma 
seen in the uterus. It usually occurs near the center of the 
fibromyoma. Roughly, a malignant change occurs in about one 
in 200 fibromyomas. If a sarcomatous change is recognized 
at operation (every neoplasm should be opened at the operating 
table), a total hysterectomy and removal of both tubes and 
ovaries should be carried out. However, there is controversy 
concerning the treatment in cases in which the diagnosis of 
sarcomatous change is reported by the pathologist after an 
Operation has been done. There are many gynecologists who 
do nothing in the belief that the hysterectomy is sufficient 
treatment. A few resort of irradiation therapy. 

Generally speaking, uterine fibromyomas that are not associ- 
ated with profuse menstrual periods should not be removed 
unless they are larger than a four months gravid uterus or 
the patient is infertile and is anxious to have children. In the 
latter instance myomectomy should be performed. Rapid 
growth of fibromyomas is another indication for surgery, 
because it may indicate malignant change. Fibromyomas larger 
than 10 cm. found in women who have been in the post- 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
Specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 





menopausal period for at least two years should be removed 
because in nearly all instances simple fibromyomas decrease 
considerably in size after cessation of menstruation. Since there 
is only about one chance in 200 of a malignant change in 
fibromyomas and since these malignancies are apparently not 
as serious as sarcomas of the uterine muscle and uterine 
endometrium and blood vessels, it is not justifiable to remove 
all uterine fibromyomas. 


SMALLPOX VACCINATION 

To THE Epitor:—A 3-year-old boy has been vaccinated 10 
times for smallpox without a “take.” Three different vaccines 
have been used, with all of which there have been “takes” 
on other children. Do you have any suggestions? I have 
heard of two persons who failed to have a smallpox “take” 
and some years later contracted smallpox. 

John A. Putnam, M.D., Carthage, Mo. 


ANSWER.—As a general rule, it has been stated that the 
absence of a reaction to vaccine does not indicate immunity. 
It indicates oftener either that the vaccination was not prop- 
erly performed or that the vaccine was not potent. Many 
physicians adopt the policy of attempting the revaccination at 
about three month intervals until a “take” is obtained. 


NEUROSURGERY IN MULTIPLE SCLEROSIS 


To THE Epitor:—A 39-year-old man with moderately ad- 
vanced multiple sclerosis has a scissor type of gait. He is 
confined to his wheel chair most of the time and whenever 
he attempts to walk he has a cross-legged gait. He has 
bilateral ankle clonus and a bilateral Babinski reflex. Clonic 
spasms occur during sleep in both legs, and, when he 
awakens in the morning, he complains of pain in the ad- 
ductor group of muscles of each thigh. A neurosurgeon has 
suggested that the patient submit to bilateral section of the 
obturator nerve as a means of relieving the rigidity of the 
adductors, Is this a recognized procedure, and, if so, what 
are its disadvantages? The patient has received large doses 
of mephenesin (Tolserol) without benefit. 1 believe that, 
because he has so much spasticity of all the leg muscles, 
section of the obturator nerves would be of little help in 
permitting him to get along on crutches. 


M.D., Minnesota. 


ANSWER.—Section of the obturator nerve is a well-estab- 
lished procedure that aids patients with paraplegia to walk by 
preventing the crossing of the legs. It is a minor operation 
and quite justifiable in such a patient. 


TESTICULAR BIOPSY 

To THE Eprror:—/Is it considered definitely proved that testic- 
ular biopsy is absolutely free of any danger, especially as 
far as the development of testicular tumors is concerned in 
a cryptorchid person? 4H. Hinglais, M.D., Paris, France. 


ANSWER.—Testicular biopsy is an innocuous procedure, 
devoid of any important complications either immediate or 
delayed. The most serious immediate complication is hemato- 
cele, which can be avoided by careful selection of a bloodless 
area for incising the tunica albuginea. Postoperative pain is 
negligible if the tunica albuginea is not sutured. In over 2,000 
biopsies, only two hematoceles resulted and these occurred in 
the first 100 cases. No reports have appeared on delayed 
complications. Operative exposure of the testis either months 
or years following biopsy reveals either no evidence of the 
former incision or an insignificant scar. In the performance 
of serial biopsies, tissue removed from the same spot as the 
previous biopsy (if that can be located) reveals no evidence 
of trauma. In cryptorchidism, biopsies are performed during 
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the course of orchidopexy. Thus far, 57 biopsies have been 
performed on immature testes that were exposed for orchi- 
dopexy, and 130 biopsies have subsequently been done on the 
same testes in order to observe their later development. The 
literature contains no report of malignancy nor is there known 
to be a single instance of unreported malignancy. 


INJECTIONS OF BEE VENOM FOR ARTHRITIS 

To THE Epitor:—A patient whom I was treating for tear duct 
stenosis up to 1945 was interested in bees. He was stung 
every once in a while and during this time never had one 
ache or pain of arthritis. He then moved to Wisconsin and 
recently began having arthritic pain. He asked a physician 
to inject the venom of bees, and after a few injections he 
was free from any rheumatic condition. As I have never 
heard of this therapy for arthritis, 1 would like your opinion. 

C. Messmer, M.D., Milwaukee. 


ANSWER.—Bee stings and injections of bee venom have 
been used in various rheumatic disorders for many years. The 
results, at best, can be said to have been only equivocal. A 
review of the literature in English since 1936 reveals that 
some physicians as recently as, but not since, 1942 have 
advocated the injection of bee venom for rheumatoid arthritis. 
However, other investigators found that similar results were 
obtained when solutions of magnesium sulfate, glucose, or 
foreign-protein material were injected or when physical therapy 
alone was employed. Most of the publications by those who 
favor the use of bee venom in rheumatoid arthritis merit the 
criticism of Kroner and associates (Ann. Int. Med. 11:1077- 
1083 [Jan.] 1938), who stated: “However, in spite of the many 
articles that have appeared on the use of bee venom for the 
treatment of rheumatism there is hardly one that presents 
evidence of a scientific application of this form of therapy. 
In most instances, the type of rheumatic disease studied is 
not clearly defined, the number of patients treated is small, 
and only generalized statements regarding the results are 
given.” Bee venom does not appear to have any specific curative 
effect in rheumatoid arthritis; it is doubtful that it has any sig- 
nificant antirheumatic effect other than that which occasionally 
is seen temporarily following the injection of many irritating 
substances. 


CAUSE OF AMENORRHEA DURING LACTATION 
To THE Epitor:—What is the physiological basis for the 
amenorrhea present during lactation? \.D., Louisiana. 


ANSWER.—There is still some uncertainty as to the cause 
of the amenorrhea that may be present during lactation. The 
immediate factor is rather generally accepted to be the sup- 
pression of the pituitary gonadotropin. This inhibition probably 
comes from the pituitary lactogenic hormone, since no evi- 
dence has ever been adduced to support the older hypothesis 
that the lactating breast produces a hormone responsible for 
inhibition of ovarian function. It is now well established that 
menstruation reasserts itself at varying periods after parturi- 
tion, even if lactation is continued, and that the earlier cycles 
are often anovulatory, as shown by a number of authors 
(Topkins, P.: Am. J. Obst. & Gynec. 45:48, 1943; Lass, P. M.; 
Smelser, J., and Kurzrok, R.: Endocrinology 23:39, 1938). 


RADIATION FROM HIGH TENSION WIRE 
To THE Epriror:—I/s there any evidence that radiation of 
electricity from a very high tension wire could cause 
impairment of health of those exposed to it? 
John T. Bate, M.D., Louisville, Ky. 


ANSWER.—There is no evidence that electromagnetic radi- 
ation from a high tension wire could, under any ordinary 
conditions, cause impairment of health of those exposed to 
them, unless, of course, a person came in direct contact with 
the wire so that current flowed through his body to the ground 
or to some other object of a different electrical potential. The 
electromagnetic waves from high tension wires could have only 
the production of heat as their chief effect on the human sub- 
ject. The field strength is so low that it is doubtful that any per- 
ceptible heating of body tissues would occur. 


J.A.M.A., March 6, 1954 


USE OF OXYTOCICS 


To THE Epitor:—Kindly advise as to the current consensus 0} 
use of oxytocics, first in normal vaginal delivery and secon, 
in cesarean section. 


R. E. Mailliard, M.D., Storm Lake, low, 


ANSWER.—The majority of obstetricians today use oxytocic, 
in both vaginal deliveries and caesarean sections. The differ. 
ence of opinion is mainly over the proper time to use them. 
It has been shown over the years that the use of oxytocic 
saves blood. Some use pituitary products (preferably thos. 
low in pressor activity) with the delivery of the head, beliey. 
ing that the placenta separates quickly and that the uterys 
therefore contracts down better, saving blood. With this method 
the placenta usually follows the delivery of the baby by on» 
to two minutes. Others will not give any oxytocics until after 
the delivery of the placenta but at this point give either the 
pituitary or ergot type of drug or both. Probably the majority 
of obstetricians give ergot preparations for from one to three 
days following delivery. 

There is apparently some danger in giving pituitary products 
while cyclopropane is being used as an anesthetic, and also 
some cases of so-called allergic reactions have apparently 
occurred even in the absence of anesthesia. ; 


TREATMENT OF VENEREAL WARTS 


To THE Epitor:—IJn the Aug. 15, 1953, JOURNAL, page 158], 
was a comment on venereal warts that recommended that 
podophyllin resin, a dusting powder of thymol iodide, or 
potassium permanganate in dilute solution be used. 

In THe Journat of July 11, 1942, page 874, was a report 
under the heading .of “Radium Therapy for Vulvar Condy- 
lomas.” These lesions on women have been quite success- 
fully treated with small doses of radium by local applica- 
tion. It was felt that radium irradiation was more limited 
and localized than x-irradiation. It was shown that 100 me 
hours of radium should be sufficient for a 4 sq. cm. area 
It was suggested that smaller doses be used initially and 
applications repeated if necessary. This suggestion is added 
since the use of x-ray and radium irradiation was omitted 
in the answer. Admittedly these comments are offered only 
from the viewpoint of an obstetrician and gynecologist. 


H. C. Hesseltine, M.D. 
University of Chicago 
5841 Maryland Ave., Chicago 37. 


IRRITABLE BOWEL SYNDROME 

To tHE Epriror:—The query on “Irritable Bowel Syndrome” 
in THE JouRNAL, Aug. 15, 1953, page 1585, was of interest 
to me. It might be useful to the questioner to consider that 
intestinal symptoms can be caused not only by food but by 
irritating substances that enter by the respiratory route. As 
an illustration, an older woman had very bizarre intestinal 
symptoms; a diagnosis of psychoneurosis had been made, 
but the symptoms were proved to be caused by her use of 
a down pillow. When all the feathers were discarded, there 
were no more symptoms. Somewhat similarly, she had o 
much milder reaction to bed linen that was laundered at 4 
public laundry. The use of detergents instead of soap can 
apparently contribute to such symptoms. 


A. E. Taft, M.D. 
Haverford, Pa. 


UNEXPLAINED SWELLINGS 
To THE Epitor:—The case described by the consultant in an- 
swer to the query on “Unexplained Swellings” in the Oct. 
17, 1953, issue of THE JouRNAL bears a striking resemblance 
to one in which I was consulted several years back. This 
case proved puzzling until it was suspected, and later proved, 
that the edema was self-induced by use of a ligature. 
Lester H. Margolis, M.D. 
The Langley Porter Clinic 
Parnassus and First Ave. 
San Francisco 22. 





